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ABSTRACT
Mandatory Reporting in the Context of Home Visitation Programs
Danielle Marie Davidov
Each year in the United States, 4.8 million physical assaults and rapes are committed against 1.5
million women by an intimate partner. An estimated 3.3 to 10 million children are exposed to
some form of intimate partner violence (IPV) in their own homes annually. Although mandatory
reporting laws regarding child abuse and/or neglect are implemented in all 50 U.S. states, the
extent to which these laws are appropriate for IPV between adults and children exposed to IPV is
undetermined. A comprehensive examination of the perspectives of those required to report
abuse is critical, as their roles as mandated reporters often pose legal, practical, moral and ethical
questions. Even so, the perspective of the mandated reporter is often overlooked. Very few
studies have examined the perspective of the mandated reporter with regard to reporting of IPV
and children exposed to IPV. Even less research has been dedicated to mandated reporters who
work outside of clinical settings, such as public health nurses, who engage in home visitation
with clients. The main objective of this project was to enhance our understanding of mandatory
reporting issues with regard to IPV and children’s exposure to IPV within the context of home
visitation programs. In the first study, a secondary analysis of qualitative data was employed to
examine community stakeholders’, clients’, and home visiting nurses’ perspectives of mandatory
reporting of IPV and children’s exposure to IPV within the context of the Nurse-Family
Partnership (NFP) home visitation program. Findings demonstrated that issues surrounding
reporting in these instances are salient and warrant further investigation with the population of
home visitors, as nurses in the focus groups revealed wide variability and uncertainty with regard
to their reporting obligations. In the second study and third studies, a web-based survey was
administered to NFP nurses in order to quantify the emergent themes found in the qualitative
study. The results of the second study revealed that nurse home visitors generally support
mandated reporting of IPV, yet exhibited varied attitudes with regard to the impacts of reporting.
Furthermore, many nurses revealed uncertainty with regard to reporting duties when managing
clients experiencing IPV. The third study assessed home visitors’ perceptions of mandated
reporting of children’s exposure to IPV. Results of this study demonstrated that the majority of
our sample believed reporting IPV perpetrated in the presence of a child can help the battered
woman and protect her children, but can also result in negative repercussions on the nurse-client
relationship, such as limiting the disclosure of abuse to the home visitation provider.
Furthermore, nurses were more likely to endorse reporting of children’s exposure to IPV when
the child was at greatest risk for being physically injured as a result of the IPV between adults.
The results of these three studies highlight the need for comprehensive guidelines for providers
managing clients and children exposed to IPV that routinely interact with abused women and
their children, but may not provide medical treatment, as a substantial proportion of home
visitors were uncertain about their obligations to report IPV towards women or perpetrated in the
presence of a child. This research demonstrates the importance of examining the perspective of
the mandated reporter with regard to managing IPV in home visitation settings. Our findings
support and enhance previous research about mandated reporting and demonstrate the need for
training, education, and intervention in order for health care providers to appropriately support
women and children exposed to IPV.
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Chapter 1
1.1 Background
Intimate Partner Violence (IPV) is defined by the Centers for Disease Control and
Prevention (CDC) as “physical, sexual, or psychological harm by a current or former partner or
spouse”.1 The vast majority of violence against women is committed by an intimate partner, with
1.5 million being physically assaulted and/or raped each year in the United States.2 The lifetime
prevalence estimates of IPV fall between 25% and 30%, and it is estimated that between 2% and
12% of women in the U.S. experience IPV annually.2 IPV is associated with deleterious
consequences to a woman’s health.3-5 The physical health effects for female victims of IPV
include, but are not limited to, severe injuries, stress and pain, digestive problems, eating
disorders, neurological damage, and reproductive health problems.4-7 Women who have been
physically or sexually abused by an intimate partner are more likely to engage in high-risk sexual
behaviors5, 6 and are at greater risk for sexually-transmitted infections,5, 8 unintended pregnancy,5,
9, 10

and induced abortions.5 Psychological consequences include depression, anxiety, post-

traumatic stress disorder (PTSD), insomnia, social dysfunction, and substance abuse.7, 11-13 IPVrelated injuries ranging from gunshot wounds, stabbings, broken bones and internal injuries to
injuries from sexual assault, bruises, cuts and/or swelling often require medical treatment for the
victim.2
1.1.1 Mandatory Reporting of IPV
Primary health care facilities, such as emergency departments, are often the first place
victims turn to as a result of acute or chronic consequences of IPV.13-15 Appropriate medical
intervention strategies are needed to safely and effectively meet the needs of victims of IPV.2
One currently debated strategy is the legal requirement of health professionals who may
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routinely interact with individuals exposed to violence to report instances of abuse to proper
authorities—making them mandated reporters. Examples of mandated reporters include, but are
not limited to, physicians, mental health specialists, dentists, nurses, social workers and other
caretakers. Instances of abuse and/or neglect to vulnerable populations, such as children and the
elderly, are routinely reported to the police.16, 17 In addition, most states legally mandate health
care workers to report patients with injuries resulting from illegal acts, such as use of a gun,
knife or other weapon, sexual assaults, and injuries resulting from criminal activity to law
enforcement authorities.16, 18, 19 These mandatory reporting laws potentially apply to injuries
sustained as a result of IPV;20 however, the extent to which these laws are appropriate for IPV
between adults and children exposed to IPV is undetermined.18 Currently only six states
specifically mention in their statutory law that health care providers are to report instances of
IPV to the criminal justice system,15, 21 the laws of which are summarized in Table 1.
Table 1: Mandatory Reporting Laws Specifically Mentioning IPV
State

Mandatory Reporting Law

California

Health care providers are mandated to report to the police if they have reasonable
suspicion that the injury was caused by IPV.

Colorado

Physicians are mandated to report to the police if they attend to an injury resulting from a
criminal act or caused by a weapon, including IPV.

Kentucky

Health care providers are mandated to report to the Cabinet of Human Resources (which
reports to the police) if they have suspicions that an adult is the victim of abuse, neglect
or exploitation.

New
Hampshire

Health care providers treating gunshot wounds or other injuries caused from a criminal
act, including IPV, are mandated to report (unless the patient is a victim of sexual
assault/abuse, is > 18 years of age and objects to the report).

New Mexico

Health care providers are mandated to report injuries caused by deadly weapons and IPV
for data collection purposes.

Rhode Island

Health care providers are mandated to report IPV instances to the police.

Note. Table modified from References 15 and 21.
3

As can be seen in Table 1, wide variability is observed within the wording of these laws
and each state has its own distinct reporting procedures, definitions of abuse, and designations
regarding who is considered a mandated reporter. Beyond these statutory legal requirements,
health care providers may be under the impression that they are mandated to report IPV as a
result of publicized and/or agency reporting requirements.21 Thus, inconsistencies with regard to
mandatory reporting may emerge at the agency or state level, and the decision to report is often
left open to interpretation by the mandated reporter, raising professional and ethical questions.22
As a result, the mandatory reporting of IPV between adults has become a controversial
issue.23 Specifically, a mandatory reporting law may pose ethical concerns for health care
professionals as well as infringe upon the victim’s safety.24 This controversy is exacerbated by
the lack of evidence regarding the mandatory reporting of IPV in reducing the risk of violence
against women.25 Those in favor of mandatory reporting of IPV argue that such a law will lift the
burden of reporting IPV off of the victim,19 hold the perpetrator legally accountable for the
violence,19, 20 as well as facilitate perpetrator prosecution.23 These advocates feel that mandatory
reporting of IPV sends a clear message to society that violence will not be tolerated.15, 18, 20
Opponents of mandatory reporting of IPV feel that reporting requirements for incidents of IPV
may disrupt provider-patient confidentiality,15, 18, 20 may deter victims from seeking medical
care,16, 18, 19 undermine patient autonomy,15, 18, 20 and may limit victim disclosure of IPV.25
Importantly, those opposed to mandatory reporting of IPV feel it can potentially put the victim at
risk for greater retaliation by the abuser.16, 18
It is understood that victims’ perspectives, experiences, and policy preferences should be
considered before support or opposition for mandatory reporting laws should be given.16, 20, 25
Hence, a substantial amount of research has been dedicated to examining IPV victims’ attitudes
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toward mandatory reporting laws regarding IPV16, 17, 19, 23, 25-29 as well as the opinions of female
patients in clinical settings19, 23, 26, 27 and individuals in the general population.16 The results of
these studies show that the majority of the general population, clinic samples and even recently
or currently abused women support mandatory reporting laws.16, 17, 19, 23, 25-29 Even with this
support, several studies found that abused women who report current, recent, or lifetime IPV
support mandatory reporting laws significantly less than women who have not been victims of
IPV.16, 25, 26 Furthermore, a substantial proportion of participants in most studies, especially
victims of IPV, felt that a mandatory reporting law may increase the risk of perpetrator
retaliation. The authors of these studies as well as several medical organizations caution the
interpretation of these results without further research on the risks and benefits of mandating IPV
reporting, 16 illustrating that the controversy and debate surrounding the mandatory reporting of
IPV is far from resolved.
1.1.2 IPV and Child Maltreatment
The aforementioned review of the literature focuses on the adult female victim of IPV;
however, children in homes where IPV is perpetrated often experience co-occurring child
maltreatment.30 Rates of overlap between IPV and child maltreatment fall between 30% and 60%
in the general population.31, 32 Child maltreatment encompasses both child abuse and/or neglect.
Mandatory reporting of child maltreatment is considered good care16 and has been in place in all
50 U.S. states since the passage of the Child Abuse Prevention and Treatment Act (CAPTA) in
1974. While CAPTA provides a foundation for the definition of child maltreatment, it does not
provide specific definitions of what constitutes physical abuse, emotional abuse, or neglect.
Therefore, each state is responsible for providing its own definition of these forms of
maltreatment as well as describing the circumstances that obligate reporting of known or
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suspected child abuse and deciding which forms of child maltreatment should be criminally
punishable.33
Consequently, wide variability in specific definitions of child maltreatment exists
throughout the U.S. In 1998, Appel and Holden found 15 different definitions of child abuse
used within 31 reviewed studies of child maltreatment and IPV.32, 34 The majority of these
studies focused on physical child abuse; however, research shows that children living in families
where IPV is perpetrated often experience severe psychological abuse.30, 35 Psychological abuse
may include mental abuse, ridiculing, threats of physical abuse, as well as emotional and mental
neglect.35 Furthermore, there has been increasing concern among researchers and policymakers
that the witnessing of IPV by children can be considered a form of psychological child abuse in
and of itself.30, 34 The debate surrounding whether children’s exposure to IPV in the home should
be considered a form of child maltreatment is extremely complex.30
1.1.3 Children’s Exposure to IPV
Annual estimates of children exposed to IPV fall between 10% and 20%36, 37 with a
commonly cited estimate ranging from 3.3 to 10 million children exposed to IPV each year.37-40
Furthermore, it has been projected that anywhere from 25% to one-third of all children are
exposed to IPV at some point during childhood.37, 41 Children can be exposed to IPV in several
ways other than visually witnessing violence between adults. Exposure can include overhearing
violent conflicts, intervening in the incidents, or seeing the after-effects of the violence, such as
destruction of furniture or observing bruises or injuries of the adult.37, 42 Similar psychopathology
is found between children who have been exposed to IPV and those who have been victims of
physical abuse themselves.43 Infants and toddlers may display excessive irritability, sleep
disturbances, emotional distress,44, 45 disrupted feeding patterns and poor weight gain,46 as well
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as regression with regard to toilet-training,45, 47 thumb-sucking,47 and language development.45
An integrative review of the literature by Sox revealed that increased aggression and conduct
disorder, depression, anxiety, low self-esteem, poor school performance and impaired social
skills were significantly more prevalent among children exposed to IPV than children who were
not.48 Children exposed to IPV in the home are also at an increased risk for developing PTSD47-49
as well as greater lifelong psychopathology than children not exposed to IPV.50 Twin studies
have shown that witnessing IPV can suppress a child’s Intelligence Quotient (IQ) by as much as
8 points.51 Furthermore, childhood exposure to IPV is linked to negative health outcomes later in
life, as children exposed to IPV are at greater risk for unintended pregnancy,52 sexuallytransmitted infections,53, 54 substance abuse,54 smoking,55 and suicide.56 Studies have also shown
that sons who observe IPV between adults in childhood have an increased risk for perpetrating
IPV in adulthood,40, 57 with a recent study estimating an increased risk of 56 – 63%, depending
on the severity of abuse witnessed during childhood.58
1.1.4 Mandatory Reporting of Children’s Exposure to IPV
Taking into account the aforementioned negative short and long-term consequences of
exposure to IPV, it is not surprising that some health care providers, researchers, and
policymakers feel it is appropriate to consider childhood exposure to IPV a form of child
maltreatment. Since child maltreatment is a reportable condition in all 50 U.S. states, equating
exposure with maltreatment would require all suspected or verified instances of IPV in homes
where children are present to be reported to proper authorities. Given the implications of such a
law, an intense debate currently exists about whether or not mandatory reporting of children’s
exposure to IPV is necessary.
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Proponents of mandatory reporting feel that expanding the definition of child
maltreatment to include exposure to IPV is necessary to bring at-risk children to the attention of
child welfare agencies in order to prevent long-lasting damage to children in violent homes.59
Opponents to this expansion feel that it may unnecessarily overwhelm an already overburdened,
underfunded system of child protection agencies (CPS).60, 61 The possibility of charging the
abused victim with “failure to protect” her child from harm, as well as the removal of the child
from the home may also revictimize both mother and child.59, 62 Those against the expansion also
posit that it may discourage women from seeking police protection or medical care out of fear
that they will lose custody of their children.59, 61, 62 Furthermore, not all children experience
adverse consequences from exposure to IPV and mandated reporting may be inappropriate and
possibly damaging in these instances.59
Currently, Alaska is the only state whose child maltreatment statute clearly defines IPV
perpetrated in the presence of a child as a form of child abuse within its juvenile code, making it
a reportable condition to CPS.62 Alaska’s statute asserts that conditions created by parents or
guardians, such as crimes of assault or sexual assault between adults, that result in mental injury
or substantial risk of mental injury to the child, are to be reported.62 Several other states also use
language such as “substantial risk” or “mental injury” in their definitions of child abuse or
reporting statutes, but the descriptions are state-specific, vague, and left up to the interpretation
of the health care provider.62 In 1999, Minnesota expanded its definition of child neglect to
include IPV within “sight or sound of the child”. The change was considered a “modest
expansion” of the current definition, yet it resulted in a 50 – 100% increase in reports of child
maltreatment to CPS.63 The change significantly increased CPS agency workloads in the
majority of Minnesota’s counties and the legislation impacted some children who were in
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desperate need of help, but also affected other children who were not. In addition, no specific
funding was set aside for the new definition and resulting implications, leading social service
administrators to call the change an “unfunded mandate”. In 2000, Minnesota repealed the
definition change. Policymakers learned from Minnesota’s experience the importance of
coupling definitional changes with significant changes in practice as well as adequate resources
for implementation.63
1.2 Current Gap in the Literature
In the complex debate surrounding mandatory reporting of IPV and of children’s
exposure to IPV, policymakers and researchers have recognized the need for collaborations
between CPS, IPV victim services, and the criminal justice system as well as the importance of
victims’ perspectives.59, 60, 63 However, less attention has been given to the mediating step in the
process of reporting—the mandated reporter. As individuals mandated to report abuse often face
legal, practical, moral and ethical dilemmas in their professions, the perspective of the mandated
reporter is imperative, but often overlooked.22 The extreme variability in statutory and agencyspecific reporting laws translates into serious implications for mandated reporters. Failing to
report an instance of child maltreatment or IPV where doing so is mandated is considered a
misdemeanor and the mandated reporter can face substantial fines and possible time in jail.22, 63
Thus, it is it crucial that mandated reporters are aware of their states’ laws with regard to
mandatory reporting of IPV and child exposure to IPV—an awareness that may be difficult to
ascertain, given the wide variability in mandatory reporting laws in each state. Lastly, it is crucial
that mandatory reporting legislation be practical, effective, and realistic for mandated reporters to
carry out in clinical and real-world settings.63 Most research involving mandated reporters’
perspectives of mandatory reporting focuses on reporting child abuse,64-66 although most of these
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mandated reporters are generally aware of their reporting duties with regard to child
maltreatment.22 Less research has been conducted about the mandatory reporting of IPV and
significantly less about the mandatory reporting of children’s exposure to IPV.
1.2.1 Home Visitation Programs
Most mandated reporters work in clinical settings and attend to patients and clients who
travel to the primary care facility to access services. However, one group of mandated reporters,
public health nurses, is often responsible for providing services inside their clients’ homes. This
allows nurses to build a therapeutic relationship with the client that is unlike one that may
develop in clinical settings.67-69 Nurses in these situations are more likely to become aware of the
full range of experiences these families share than mandated reporters who work in clinical
settings. Specifically, home visitation may encourage or discourage the disclosure of IPV. Not
only do home visiting nurses screen for abuse, they are actually in a position to witness IPV.
Home visiting nurses who are aware of instances of child maltreatment are legally required to
report to CPS.
Furthermore, research suggests differences lie in child maltreatment reporting between
those professionals involved in home visitation and those working in clinical settings.70-72
Specifically, studies show that professionals involved in home visitation are significantly more
likely to report incidents of maltreatment to CPS, resulting in a surveillance bias between home
visited families where maltreatment is present and those families with maltreatment that do not
receive home visitation services.70-72 This suggests that nurse home visitors’ experiences with
women and children exposed to domestic violence are likely to be different from those in clinical
settings; however, this populations’ perspectives regarding mandatory reporting of IPV and
children’s exposure to IPV remain unexplored.
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1.2.2 Nurse Family Partnership Program
The Nurse-Family Partnership (NFP) is an evidenced-based, home-visiting program for
first-time, disadvantaged mothers. The program’s mission is to improve the health and wellbeing of mothers and their children by providing education and services through nurse home
visitation, beginning in the pre-natal period and extending through the child’s second birthday.73
Currently, the NFP program is serving clients in 385 counties throughout 32 U.S. states and over
1,000 NFP nurse home visitors are working to support the 21,494 families presently enrolled in
the program.74 The NFP program has been rigorously tested in three prior randomized controlled
trials.75-79 These trials demonstrated that the NFP has consistent and enduring program effects for
both mother and child;76-81 most notably, a 15-year follow-up of one randomized trial showed
that families who were visited by a nurse during pregnancy and until the child was two years of
age experienced a 50% reduction in state-verified reports of child maltreatment versus the
comparison group.79
The majority of women enrolled in the NFP program are young (median age = 19 years),
unmarried (84%), and possess lower levels of education (median education = 11 years) and
income (median annual income = $13,500).82 These risk factors that make a client eligible for
enrollment in the NFP program are also associated with an increased likelihood of experiencing
IPV.83 A study conducted by Eckenrode and colleagues revealed that a sample of NFP clients
reported IPV at a rate twice as high as in the general population.84 Thus, it is likely that NFP
nurses will home visit with women exposed to IPV in the course of their home visitation
schedules, and they may face additional challenges when working with families where IPV and
children’s exposure to IPV is occurring.
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1.3 The Purpose of the Current Research
Before interventions for IPV (such as mandatory reporting laws) can be put into place, it
is crucial that their practicality, applicability, feasibility, relevance, and efficacy be properly
measured. In the same vein, it is critical that those individuals who deliver these interventions
(mandated reporters) feel that the intervention is practical, applicable, feasible, and relevant to
the populations with which they work. Because of the close relationship that develops between
nurses and clients as well as the nurses’ proximity to potentially violent situations, issues
surrounding mandatory reporting may be problematic for nurses involved in home visitation
services. This research seeks to address the current gap in the literature by focusing on the
perspective of the mandated reporter—a population that has been overlooked and understudied in
research about mandated reporting of IPV. Home visiting nurses’ perspectives of mandatory
reporting of IPV between adults and of mandatory reporting of children’s exposure to IPV are
likely to be informative and may highlight some of the risks and benefits of enacting mandatory
reporting laws. The NFP program, the most efficacious85 and rigorously tested86 home visiting
program in the U.S. provides an ideal setting to explore this issue.
The study described in Chapter 2 uses secondary analysis of qualitative data to examine
mandated reporting in the context of home visitation services within the NFP program.
Qualitative data collected from NFP nurses, NFP clients, and community stakeholders were
analyzed in order to obtain an in depth understanding of issues related to 1) mandatory reporting
of IPV between adults and 2) mandatory reporting of children’s exposure to IPV. The results of
this analysis complement other findings in the literature about abused women’s reluctance to
disclose abuse to health care providers and their fears losing their children due to involvement
with law enforcement or CPS. This qualitative study also provided a solid foundation for the
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development of a survey that was used to examine nurse home visitors’ perspectives of
mandatory reporting, which is described in Chapters 3 and 4.
The studies described in Chapters 3 and 4 extend our understanding of the perspective of
the mandated reporter (i.e., the nurse home visitor). A web-based questionnaire was administered
to nurse home visitors in the NFP program in order to capture their perceived awareness of
reporting requirements, attitudes towards mandated reporting, and intended reporting behaviors.
Chapter 3 focuses on these issues with regard to mandated reporting of IPV between adults,
while Chapter 4 explores nurse home visitors’ perspectives of reporting children’s exposure to
IPV.
It is important to note that one of our original aims was to collect data on home visiting
nurses’ own history of abuse and examine the influence of this past history on the respondents’
support or non-support for mandatory reporting of IPV and children’s exposure to IPV, as well
as nurses’ intended reporting behaviors. However, due to restrictions placed on the survey
questions by the NFP’s Research and Publication Communication Committee (RAPCOMM), we
were unable to ask nurses about their personal history of abuse. The studies described in
Chapters 3 and 4 provide a descriptive overview of nurse home visitors’ perspectives of
mandated reporting, and this information was used to predict support for mandated reporting and
intended reporting behavior.
In summary, there is a paucity of research that explores the perspectives of mandated
reporters with regard to reporting IPV and children’s exposure to IPV. Research that has focused
on mandated reporting in these instances, especially children’s exposure to IPV, has referred to
this issue as a “gray zone” or “gray area”.60, 87 As mandated reporting can result in legal and
ethical consequences for those mandated to report, it is crucial that mandated reporters be aware
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of the instances that require reporting of IPV and of children’s exposure to IPV, yet little
information is available that sheds light on mandated reporters’ current knowledge, attitudes, and
practices regarding these two controversial issues. The results of these three studies will advance
scientific knowledge by examining the uncovered perspectives of public health home visiting
nurses regarding mandatory reporting laws.
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Chapter 2
Mandatory Reporting in the Context of Home Visitation Programs: Intimate Partner Violence
and Children’s Exposure to Intimate Partner Violence. Accepted for publication in Violence
Against Women.103
2.1 Introduction
The mandatory reporting of intimate partner violence (IPV) has become a controversial
issue among health care practitioners, victims of IPV and victim advocates.23As children in
homes where IPV is perpetrated often experience co-occurring abuse and/or neglect, the
controversy surrounding mandatory reporting of IPV is intensified.30 Rates of overlap between
IPV and child maltreatment fall between 30% and 60% in the general population.31, 32 Mandatory
reporting of child maltreatment is legally mandated in all 50 U.S. states. However, each state
provides its own definition of what constitutes maltreatment, describes the circumstances that
obligate reporting, and decides which forms of maltreatment should be criminally punishable.33
Consequently, wide variability in specific definitions of child maltreatment exists between
states.32 There is increasing concern that children exposed to the abuse of their mother
constitutes a form of psychological abuse at the most basic level.30, 34 Since child maltreatment is
reportable in all 50 U.S. states, equating exposure to IPV with child maltreatment would require
all suspected or verified instances of IPV in homes where children are present to be reported to
child protective service (CPS) agencies.
The limited amount of previous research concerning IPV reporting has focused on the
perspectives of IPV victims,19, 25, 88 female patients in clinical settings,20, 23, 26 and the general
population,16 with even less research capturing the perspective of the mandated reporter. In
addition, most previous research concentrates on mandatory reporting in clinical settings, such as
the emergency department. Some groups of mandated reporters, such as public health nurses or
16

social workers, often provide services inside their clients’ homes through home visitation
programs. Home visiting programs have emerged as a primary intervention for improving the
health and well-being of pregnant mothers and families with newborns and young children,
particularly among disadvantaged populations. These home visiting programs vary considerably
in regards to program content, initiation, frequency, and termination of visits, as well as
educational and skill level of the home visitor.89
The Nurse-Family Partnership (NFP) program is an evidence-based home visitation
program for young, first time-disadvantaged mothers that has been rigorously evaluated in three
randomized controlled trials.75-77, 86 Most women enrolled in the NFP program are unmarried
(84%) and report low income (median annual income = $13,500).82 The risk indicators for client
eligibility to enroll in the NFP are similar to indicators associated with abuse exposure.83 It is
probable that clients enrolled in the NFP program are more likely to experience IPV than women
in the general population. In fact, a sample of NFP clients in a study conducted by Eckenrode
and others reported IPV at a rate twice as high as in the general population.84
Home visiting nurses have opportunities to develop trusting therapeutic relationships with
their clients over time which may facilitate their ability to identify and respond to their clients’
exposure to IPV.67-69 Trying to balance clients’ wishes, confidentiality, and privacy with their
legal duty as mandated reporters for child maltreatment may pose legal and ethical dilemmas for
nurses. This dilemma is especially pertinent to health care professionals involved in home
visitation, because of the therapeutic relationship that develops between client and home visitor.
68, 69, 90

As a result, when working in homes where IPV or child maltreatment is occurring, home

visitors are likely to face challenges that medical professionals in clinical settings may not
encounter.69 Being fully aware of local mandated reporting duties, including the mandated
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reporting of IPV or reporting children’s exposure to IPV, is as crucial for those who work in
home settings as those who work in clinical settings. The perspectives of those involved in home
visitation services are likely to be informative and may highlight some of the risks and benefits
of enacting mandatory reporting laws. The NFP program provides an ideal setting to explore this
issue. The purpose of this secondary qualitative analysis study was to identify and describe
issues related to mandatory reporting within the context of home visitation. This analysis will
focus on (a) the mandatory reporting of IPV between adults, and (b) the mandatory reporting of
children’s exposure to IPV.
2.2. Method
The current study is a secondary analysis of data collected from NFP clients, nurses, and
community stakeholders for the qualitative phase of a larger, 5-year project aimed at developing
an intervention for IPV in the context of the NFP program. The sample of NFP sites (N = 4) was
purposefully selected from a sampling frame of all NFP sites that (a) have graduated at least one
cohort of NFP clients, (b) have nurses who are home visiting women exposed to IPV, (c) exhibit
low levels of nurse attrition, and (d) have a high percentage of nurses who have provided home
visitation services for more than two years.
2.2.1 Participants and Procedures
2.2.1.1 Interviews with NFP Mothers
At each of the four NFP sites, clients who reported exposure to moderate or severe levels
IPV within the past one year on the abuse assessment administered as part of the NFP program,
were 16 years of age or older, and were English-speaking were invited to participate in two faceto-face interviews. Clients were recruited into the study until the point of saturation. A total of 20
women participated in the first interview and 16 returned for a follow-up interview six months
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later. Participants were given a $30 gift certificate and were reimbursed for travel and child care
expenses for each interview. The mean age of the clients was 21.3 years. The clients were
racially diverse—50% were White, 25% Black, and 15% Hispanic—and the majority (90%)
reported being single or never married. Twelve of the women (60%) currently had a partner and
seven (35%) were pregnant during the first interview. Their mean number of years of school
completed was 11.7 and 80% reported a total income less than $24,000.
2.2.1.2 Focus Groups with NFP Nurses
NFP nurses who reported home visiting abused NFP clients were invited via email to
participate in two focus group interviews. Two 90- to 120-minute focus group interviews were
conducted at each of the four selected NFP sites (N = 8 focus groups), with the same sample of
nurses from each site participating in the first and second focus groups. Each focus group was
comprised of four to seven NFP nurses to ensure maximum interaction and participation from
participants, resulting in 23 nurses attending the first series of focus groups and 25 nurses
participating in the second round of focus group interviews. The mean age of the nurses was 46.2
years and 92% held a bachelor’s degree or more education. Their mean number of years of
nursing experience was 19.7 (range = 5 to 38 years) and the mean number of years as a nurse
home visitor in the NFP program was 4.4 years.
2.2.1.3 Interviews with Community Stakeholders
Interviews with NFP program stakeholders were conducted in order to understand
community stakeholders’ roles in supporting women exposed to IPV as well as to identify
facilitators and barriers these stakeholders face in responding to IPV within the community.
Local research assistants at each site, NFP personnel, and study investigators worked to identify
relevant key informants in each of the four communities. Ten (45%) community stakeholders
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were employed in shelter services, six (27%) worked in law enforcement or legal agencies, four
(18%) worked in a hospital or in public health services, and two (9%) were involved in
education. Stakeholders reported working in their current positions for a mean of 9.2 years. Their
mean age was 50.5 years.
The semi-structured interview guides focused on facilitating an in-depth analysis of
current practices, needs, and challenges associated with identifying and responding to IPV in a
home visiting context. Informed consent, parental assent (if the participant was younger than 18
years of age), and permission to record the interviews was obtained from each study participant.
This study was approved by the NFP’s Research and Publication Communication Committee,
Hamilton Health Sciences/Faculty of Health Sciences Research Ethics Board (McMaster
University), and West Virginia University’s Institutional Review Board.
2.2.2 Secondary Data Analysis
Data available for secondary analysis included all 87 transcripts from NFP clients, nurses,
and community stakeholders as well as field notes and demographic information. Issues related
to mandatory reporting emerged in 44 of the transcripts. Thus, the specific type of secondary
analysis used in the current study was “retrospective interpretation”, which involves using
existing textual data to develop themes that emerged but were not thoroughly examined by the
original research study.91 Audiotapes were transcribed verbatim and all identifying information
was removed. NVIVO 8.0 qualitative analysis software was used to facilitate all aspects of data
management, searching, coding, and categorization. Conventional content analysis was used to
analyze chunks of data relevant to the study objectives. Content analysis is the established means
for secondary analysis of textual data.91 and is often used within a study whose aim is to gather
more information on a phenomenon about which theory or research literature is limited.92 A
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thorough reading of all data was followed by preliminary selective coding of data relevant to
issues surrounding the mandatory reporting of IPV and the reporting of children’s exposure to
IPV. These codes were created to the point of saturation, that is, where no new variation in the
data emerged with review of new transcripts. Once all transcripts had been coded, the codes and
categories were reviewed and organized into a hierarchical structure resulting in emergent
themes.92 Coding rules were established for each category and after a training session with the
second coder, a final set of main categories was agreed upon. Cohen’s kappa statistic was
assessed after all transcripts were independently coded by the primary investigator and second
coder. Acceptable reliability for each category or theme was indicated by a kappa statistic of .80
to 1.0.93 If the kappa was below .80 for any category, the coders met to remedy any discrepancies
and disagreements in data organization and coding until a consensus was reached and an
acceptable kappa statistic was attained (See Table 2). This process of peer debriefing with the
second coder increases the study’s credibility and overall trustworthiness.94
2.3 Results
2.3.1 Mandatory Reporting of IPV and Children’s Exposure to IPV
Although the purpose of the original qualitative study was not to specifically examine
mandatory reporting issues, a considerable amount of important information emerged regarding
both mandatory reporting of IPV and reporting of children’s exposure to IPV. There was
consensus among NFP clients, nurses, and community stakeholders that home visitors are not
mandated to report IPV between adults to the police department or adult protective services. One
nurse revealed, “We don’t have to report anything that happens to an adult.” However, several
community stakeholders, especially those involved in law enforcement, discussed that nurses
should use their own professional judgment to decide whether or not to involve the police when
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they become aware that a client is in an abusive situation. One police officer explained that
although home visiting nurses may not have a legal duty to report IPV, they have a “moral
mandate” to mitigate the harm caused by IPV.
Among all study participants, less agreement and more confusion emerged with regard to
the mandatory reporting of children’s exposure to IPV to CPS (also referred to as Children’s
Services, Child Services Bureau, Social Services, or Department of Family and Child Services
throughout the interviews and focus groups). Clients expressed awareness of home visiting
nurses’ reporting duties involving child abuse, and many thought a disclosure of IPV and
children’s exposure to IPV would require the nurse to report to CPS as well. As one client
shared:
I tell her [the nurse] about the verbal abuse but I wouldn’t tell her if he hit me or stuff like
that, especially if he was doing it in front of the son or the kid because she’s mandatory to
go and tell Social Services. She’s mandatory, mandated to report it, to tell them. . . . I
know that and she’d have to and it’d be right because it’s obvious you know you’re
endangering the child. He shouldn’t be witnessing that.
This belief was pervasive among nurses and stakeholders as well, as one community stakeholder
said, “If there’s abuse in the home and there’s a child present then it’s reportable.” A nurse
explained, “See, we’re mandated reporters for the child, not for the mom. . . . I think if it’s
happening in front of the child you are mandated to report it.” Conversely, there were also
participants who were adamant that notifying CPS in such an instance is unnecessary. One
stakeholder involved with both CPS and IPV services explained:
Domestic violence cannot be the reason why children are removed. There needs to be
abuse and neglect identified to the children. . . . Yes domestic violence is a concern but
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that can’t be the only reason that children are removed because mom is failing to protect
in their eyes because of domestic violence.
For other participants, the disclosure of IPV in the household was perceived to be an opportunity
to dialogue with the client about the impact of IPV exposure on child health and development
and to frame it for the client as a form of child abuse. As one stakeholder commented:
If they start talking about domestic violence then at that point engage them in the
discussion about, “Well do you realize that that is a form of child abuse? Not that I’m
going to report you today or anything but I want you to be aware of that.”
2.3.2 Clients’ Fears of Losing Custody of Children
Clients’ fears of losing custody of their children while enrolled in the home visitation
program emerged as a major theme throughout this qualitative study. Clients, nurses and
community stakeholders explained that clients are fearful that their abusive relationships may be
reported to CPS and their children will be removed from their home. A client expressed:
Yeah because you don’t want Social Services you know because they can go and report
you because they’re mandatory and you’re trying your best. If they’re going to go tell
Social Services, you don’t want your kids taken away. You definitely, you know if you’re
a good mom you don’t want your son taken away from you or your daughter.
Nurses’ roles as mandated reporters and clients’ fears of losing their children emerged as major
factors in clients not disclosing their personal experiences of IPV to their nurses. One client said
that if mandatory reporting was not an issue, she would tell her nurse everything about the abuse
in her relationship. A client’s quote shows how these fears can limit the disclosure of IPV:
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I say “No” [when my nurse asks me if I am experiencing abuse] because that’s how you
play the game. People are afraid of Social Services. They do not want Social Services to
come. . . . That’s my biggest fear is Social Services.
In addition to limiting the disclosure of abuse, it appears that the fear of losing children
can also result in clients’ attrition from the home visitation program, ranging from cancelling
visits with nurses or stopping the schedule of home visitation altogether. One client spoke of a
friend in the program who avoids her nurse:
Like I was saying about my friend, the reason she don’t [disclose abuse to her nurse] is
because she thinks that the nurse is going to call Children Services into the whole
situation. And so some people might be scared of that. And my friend she just don’t want
Children Services to get involved with her . . . so she, yeah, she avoids her nurse a lot.
One nurse revealed that she was aware of clients’ fears of losing custody of their children and
how this fear impacted the nurse-client relationship:
And it’s not that I want to report. It’s not like because I’m out there to try to get them but
then I lose that lack of trust and respect with my clients also. . . . I had relatives wanting
to basically kick me out of the home because they saw me as being a spy there for
Children Services whose one task in life is to take their child away.
Participants thought help-seeking behavior was limited by abused clients’ fears of losing
their children. One nurse discussed that although reporting children’s witnessing of IPV is meant
to benefit women, it can actually prevent her from calling for help when she is in danger:
We now have the thing where the police are calling Children’s Services. Well that
prevents the mom from calling the police now because now she becomes the victim
twice— “Not only have I been hit, now you might take my children because he hit me.”
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And so it’s something that looked like it was going to work goes in the other direction. . .
. It helps mothers get empowered but it also makes mothers not call for help.
2.3.3 Experiences with Child Protective Services
Another major theme that emerged was the fear and mistrust associated with CPS due to
the agency’s role in removing children from homes. Many participants indicated that distrust of
CPS is common among abused women. Conversations involving clients’ fears of CPS and losing
their children often led to debates about the legitimacy of such fears. An IPV victim advocate
expressed that fears of losing custody are pervasive among abused women and are often
legitimate:
One of the most frequent things you hear is that they will lose custody of their children or
that Children Services will become involved and jeopardize their custody. It can be [a
legitimate fear], especially if they [Children’s Services] find out that there’s a batterer
that’s living in their home.
The qualitative data establish the legitimacy of abused women’s fears of losing custody
of their children, as nurses and stakeholders described circumstances in which clients have been
involved with CPS and accused of “failure to protect” their children by staying in abusive
relationships. One nurse expressed:
If you’re going through domestic abuse and you get yourself out of that situation,
Children Services is less likely to take that child from you. Unfortunately, many people
do know somebody who’s had a child taken away from them by Children Services . . .
and the clients we deal with, I guarantee you they know at least two or three people have
lost their children. . . . You know how are you going to get back that trust? You can’t.
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Several community stakeholders involved with CPS and IPV services discussed situations where
women they knew have been accused with failing to protect their children and have been
subsequently threatened with the loss of their child, as can be seen in the following comment by
a community stakeholder:
What has happened, and I’ve heard from Department of Child and Family Services, is
that if she returns from shelter to that abusive situation she’s putting her children in
danger and DCFS may intervene and accuse her of endangering her children by returning
to an abusive partner. And unfortunately I’ve seen that happen.
2.3.4 Strategies Nurses Can Use to Ease Clients’ Fears
Although clients’ fears of mandated reporting and losing their children seem to act as
barriers within the home visitation program, especially with regard to establishing trust between
nurse and client and the disclosure of abuse, participants suggested different strategies home
visiting nurses can employ within the program to reduce clients’ fears. Clients, nurses, and
stakeholders all mentioned the importance of reassuring the client that the purpose of home visits
is to support the mother in developing skills to effectively parent. Participants agreed that to
increase clients’ trust and comfort level with their home visitors, nurses are recommended to
emphasize that they are non-judgmental and that their goal is not to take charge of the clients’
lives or tell them what to do. Nurses stressed the importance of asking the client what she wanted
to do after a disclosure of IPV was made. The following comment shows one client’s
suggestions:
Another thing that makes me feel comfortable about her is the fact that none of that
information will get out to other people that can possibly you know try to take charge of

26

your life and you know try to take your kid from you . . . that’s one of the first things they
should just suggest—no information gets out . . . and to state they’re not judgmental.
Stressing the strict confidentiality between client and nurse was another tactic mentioned to help
clients feel at ease within home visitation programs. In addition, participants expressed that
making clients aware of the nurses’ duties as mandated reporters at the first home visit was very
important. One client stated, “Make sure that they [nurses] do not make them [clients] feel like
Social Services are going to come. Put them at ease right away.” However, it was discussed that
if a nurse does need to contact CPS, they should notify the client prior to making the report so
that the nurse and client can make the call together. One nurse stated, “I always tell mine I’m not
going to go behind their back and turn them in even if I do see something . . . I would tell them
we’re going to go call this in now.”
Another tactic mentioned to help reduce clients’ fears of mandated reporting and losing
their children was for nurses to provide education about CPS and other services that abused
women might access. The importance of educating clients that CPS can be used as a positive
resource and that their mission is not to remove children from the home was emphasized. One
stakeholder involved with CPS and IPV services mentioned:
There’s already a lot of anxiety if you know talk about Children Services. . . . Hopefully
[CPS] could be seen as more of a positive support for this mom and the children. . . . One
thing is just to educate and talk to moms about what role Children Services can play, and
seeing it more as a positive not just a negative experience. . . . Educate that, you know,
Children Services is here to help, Children’s Services isn’t here to remove your kids.
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2.3.5 Nursing Skills and Knowledge Required for Effective Reporting
In order to support women experiencing IPV while fulfilling their legal duties as
mandated reporters, nurses stated that they needed state-specific, up-to-date, detailed information
about mandated reporting policies and procedures. One nurse suggested:
I think you need to have in your literature about mandated reporting because, as nurses,
we are mandated reporters and we need to know, again, with that role it needs to be
spelled out very clearly because in a court of law that’s what would be thrown at us, if we
have fulfilled our responsibilities in what way.
Nurses were correct in their assumptions that they did not have to report the abuse of an
adult woman, as the focus groups were conducted in states where reporting of IPV by health care
providers is not mandated. Furthermore, children’s exposure to IPV is also not considered a form
of child maltreatment in these states, yet nurses were uncertain of their reporting duties for
children exposed to abuse. Nurses wanted to know what constitutes children’s exposure to IPV
and under what circumstances it should be reported to CPS. One nurse raised the following
question:
And if you know that it is violent and the baby’s there, how far do you go or how do you
. . . you let this to go if you know that baby can get in the middle of it or . . . and they tell
you that he hit her but she didn’t call the police. So then we come, what do we do with
that? Do we let it go? Or do we . . . are we supposed to report if he hit her?
Another nurse commented:
For instance, the father hit the mom in the mouth with the baby in her arms, or he choked
her with the baby in her arms. Is that abuse to the baby? I mean that’s a call that I have to
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make. You know was he threatening that child? So you know as a healthcare provider I
may be obligated to report that.
2.4 Discussion
The results of this secondary analysis of qualitative data indicate that issues surrounding
mandatory reporting of IPV between adults and mandatory reporting of children’s exposure to
IPV in the context of home visitation are salient and warrant further investigation. Previous
research on these two issues has focused on reporting in clinical settings, 20, 23, 26 but the results
of this study show that these mandated reporting issues transcend clinical care and have
significant consequences for abused women and health care professionals in other settings.
Although most participants did not endorse IPV reporting to police or adult protective services,
knowledge, attitudes, and opinions differed with regard to reporting children’s exposure to IPV
to CPS. As home visiting nurses are mandated reporters of child abuse, it is crucial that they are
aware of the specific circumstances that constitute child maltreatment and those that do not. The
qualitative data indicate that many nurses are not confident in their knowledge of this distinction.
Some participants in the present study equate children’s exposure to, or witnessing of, IPV to
child maltreatment, while others clearly stated that IPV cannot be the sole reason to call CPS or
remove children from homes. It became apparent that mandatory reporting policies and
procedures regarding children’s exposure to IPV were not the same at each NFP site, as clients,
nurses and community stakeholders as a whole were not entirely in agreement about which
instances nurses should report to CPS. The lack of consensus is not surprising; the delineation
between children’s exposure to IPV and child maltreatment has often been referred to as a
complex and complicated gray area in research on this topic.60
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Several themes that emerged in this study have been documented in other qualitative
studies examining abused women’s perspectives on mandated reporting. Abused women’s fears
of losing custody of their children are barriers to service delivery and help-seeking behaviors.95,
96

Other studies have documented abused women’s fears of police or CPS involvement serving

as barriers to seeking acute care and/or disclosing abuse in clinical settings.16, 25 Our study shows
abused women’s reluctance to fully engage in a home visitation program (e.g., cancellation of
visits) and disclose abuse to home visiting nurses. This shows that it may not be the particular
setting (e.g., emergency department, clinic, client’s home), but any interaction with an individual
who is perceived to be a mandated reporter, which elicits fear in these women.
The theme Experiences with CPS clarifies whether or not the fears that women hold
about losing their children are realistic or legitimate. The data shows that not only are these fears
prevalent among the abused clients in our study, but they are indeed justified. Nurses and
stakeholders shared real-life experiences about the ways in which abused women have been
accused of failing to protect their children and how CPS has threatened women with the loss of
their children if they do not leave their batterers. Douglas and Walsh conducted focus groups
with community workers who support mothers in order to gain insight into the workers’
perceptions of how CPS responds when mothers experience IPV.88 As in our study, the
community workers claimed that CPS has often presented abused women with ultimatums about
leaving their batterers or losing their children. Based on their experiences supporting abused
women and navigating CPS systems, the community workers concluded that abused women’s
fears of CPS are indeed reasonable. In addition, Sullivan & Hagen used a qualitative framework
to examine abused women’s experiences with mandatory reporting and state that participants’
fears of CPS involvement are “not an idle threat but a stark reality”.96(p 354) English, Edleson, &
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Herrick add that there is evidence that these fears can be accurate, specifically mentioning a
lawsuit against New York City’s CPS agencies for unconstitutionally removing children from
homes solely because their mothers were victims of IPV (see Jackson, 2005).97, 98 Although
English, Edleson, & Herrick conclude that a CPS referral alone is very unlikely to lead to
removal of children from the home,97 it is important to note that mere contact with CPS opens up
the possibility of child removal and this is surely a legitimate fear for abused women.
Thus, addressing NFP clients’ fears of losing their children and mistrust of CPS is
critical, as these fears have the potential to negatively impact the nurse-client relationship and the
mission and goals of home visitation programs. The current study indicates that nurses’ duties as
mandated reporters coupled with clients’ fears of losing their children can hinder the nurse-client
relationship. Fortunately, the study participants offered myriad suggestions and tactics that NFP
nurses can use with clients to reduce fears of mandated reporting, removal of children, and other
issues with CPS. However, before home visiting nurses can demystify any stigma or mistrust
associated with CPS for their clients, they must receive training and education on issues
regarding mandatory reporting and CPS referrals themselves. Nurses need state-specific
guidelines about mandatory reporting of IPV and children’s exposure to IPV as well as detailed
information about which circumstances require a CPS report and which do not. Therefore, it
would be beneficial if individuals working within law enforcement, CPS, and IPV shelters could
play an active role in training home visiting nurses on their duties as mandated reporters and
system navigation. Participants mentioned initiatives where local service agencies have worked
with the NFP program to reduce confusion and improve the relationship between CPS and IPV
services, demonstrating that this important collaboration has already begun at several NFP sites.
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2.4.1 Strengths and Limitations
These findings should be viewed with regard to the study’s strengths and weaknesses.
According to Thorne, the fit between the original data and new research question posed by the
secondary analyst is critical when determining the appropriateness of secondary analysis.91
Because one aim of the original study was to explore NFP nurses’ responses to IPV within the
context of home visitation, and mandatory reporting was frequently mentioned as a response to
disclosure of IPV, the data from the original study provided an appropriate and rich data source
that was ideally suited for secondary analysis.99 Furthermore, the use of multiple data sources
(i.e., NFP clients, nurses, and community stakeholders) from multiple sites allows for data
triangulation which aids in ensuring that a complete and credible understanding of the issues
surrounding mandatory reporting in home visitation has been obtained, strengthening the
accuracy of research findings and increasing the study’s confirmability.100 Furthermore, the
detailed description of the original research methods, participants, and analysis process and rich
description of the results of the current analysis addresses the current study’s transferability from
one context to another.94, 100
There are several limitations to the present study. Because this study is a secondary
analysis of qualitative data, the data reflect the perspectives and research questions proposed by
the original study. The purpose of the original study was not to specifically examine mandatory
reporting of IPV or reporting of children’s exposure to IPV to CPS, and thus conducting a
secondary analysis of this data precluded our ability to gather additional information on our topic
of interest. Therefore, an important limitation of the current study that is inherent to secondary
data analysis is that further sampling and probing techniques could not be utilized and the
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emergent themes examined by this secondary analysis may not have achieved adequate
saturation.99
2.4.2 Implications for Research, Practice, and Policy
Despite these limitations, the current study has important implications for future research
as well as practice and policy. This study shows that issues related to mandated reporting of IPV
and mandated reporting of children’s exposure to IPV to CPS are not limited to clinical care
settings. Further research should be conducted with the specific purpose of examining these
mandatory reporting issues in the context of home visitation, as the current study indicates that
health care professionals involved in home visitation are not unaffected by the issues related to
mandated reporting in these two controversial instances. Future research must be carried out on a
larger scale to determine if the emergent themes found in this study apply to nurse home visitors
at other NFP sites or in other home visitation programs. Furthermore, several participants in the
current study recommended that home visitors use their own judgment with regard to IPV
reporting. One police officer stated that home visiting nurses have a “moral mandate” to report
IPV regardless of state laws. Although prior research has examined the perspectives of mandated
reporters in clinical settings, little is known about home visitation providers’ attitudes toward
mandatory reporting of IPV or children’s exposure to IPV. Future research capturing home
visitors’ opinions toward mandatory reporting in these instances in conjunction with their
knowledge of reporting policies is needed to fill the current gap in literature.
At the practice level, this study has implications for the ways in which home visiting
nurses and other service agencies interact with women in abusive relationships. Mandated
reporting duties of health care professionals in conjunction with the mistrust of CPS and service
agencies in general can negatively affect the relationship between abused women and those who
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can offer help, leading women in need of the most care to avoid seeking help. The current study
offers suggestions for enhancing the nurse-client relationship, including reassurance and
education early in the visitation schedule, in order to reduce fears that abused women in home
visitation programs might face. Ideally, easing clients’ fears and strengthening the therapeutic
relationship between nurse home visitor and client will lead to more disclosures of IPV and more
opportunities for women and children exposed to IPV to receive help.
Lastly, this comprehensive examination of clients, nurses, and community stakeholders at
several home visitation sites illustrates that despite the presence or absence of IPV and children’s
exposure to IPV reporting laws in each state, the public perception of these policies has a
significant impact on home visitation practice. Thus, when policies related to mandatory
reporting of adult IPV or children’s exposure to IPV as a form of child maltreatment are created
and put in place, it is important to consider the impact these policies will have on patients and
health care professionals outside of clinical settings. Policymakers should specify reporting
duties for health care professionals that routinely interact with patients, but do not necessarily
provide clinical treatment, such as social workers and home visitation providers. Furthermore,
those individuals involved in creating mandatory reporting policies should be aware of the
impact that these laws have on the disclosure of abuse and help-seeking behavior for victims of
IPV.
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Table 2: Kappa Coefficients Representing Agreement between Two Raters
Categories/Themes

Kappa Coefficient

Theme: Mandatory Reporting

.904

Mandatory Reporting of IPV

.810

Mandatory Reporting of Children’s Exposure

.844

Mandatory Reporting of IPV during Pregnancy

.980

Mandatory Reporting of Child Abuse

.848

Theme: Clients’ Fears of Losing Children

.835

Impact on Trust between Nurse and Client

.900

Impact on Clients’ Disclosure of Abuse

.907

Impact on Joining Home Visitation Program

.999

Impact on Help-Seeking Behavior

.862

As a Reason for Attrition from the Program

.920

Theme: Experiences with Child Protective Services a

.770

Clients’ Involvement due to IPV

.900

Batterer Calling as a Form of Abuse

.948

Relationship between CPS and Abused Women

.878

Stigma, Mistrust, or Fear Related to CPS

.935

Threats from CPS to Remove Children

.930

Theme: Tactics to Ease Clients’ Fears

.829

Education about Mandated Reporting and CPS

.851

Reassurance

.813

.887
Theme: Nursing Skills and Knowledge Needed
Note. A kappa of 1.0 indicates that raters coded data in the same way (i.e., perfect agreement).
a

We determined that this theme had a kappa lower than .80 due to slight differences in the ways

that the two coders organized the data within NVIVO 8.0. For example, one coder may have
included the interviewers’ questions and when coding data, while the other coder may have only
coded the participants’ responses.
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Chapter 3
3.1 Introduction
Each year in the United States, 4.8 million physical assaults and rapes are committed
against 1.5 million women by an intimate partner.2 Intimate partner violence (IPV) is associated
with deleterious short- and long-term consequences for female victims of abuse.4, 5 In many
jurisdictions, there is an ongoing debate about legally requiring health care professionals to
report women who are exposed to IPV to law enforcement agencies.
Those in support of IPV reporting laws argue that mandatory reporting will hold the
abuser legally accountable for the violence and facilitate prosecution.19, 20, 23 Furthermore,
proponents envision that identification and treatment for victims of IPV as well as data collection
of IPV-related incidents will improve if health care workers are mandated to report abuse.18, 65
Those opposed to mandated reporting laws argue that reporting IPV undermines patient
autonomy and privacy,22,34,37 may negatively affect the patient-provider relationship,15, 18, 20 and
may limit victim disclosure of IPV.25 In addition, there is also concern that mandating health care
professionals to report instances of IPV may deter victims of abuse from seeking medical care
and put the victim at greater risk of harm or retaliation by the perpetrator.16, 18
Even with this debate, six states have instituted laws specifically mandating health care
providers to report instances of IPV to the legal authorities.21 These laws exhibit wide variability,
even though they are implemented in only a few states. Furthermore, each state is responsible for
determining the procedures for reporting abuse and which health care professionals should be
mandated to report IPV. Differences in agencies that receive reports, methods to identify and
treat victims of IPV, and referral options for the victim often differ as well. This variability is
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compounded by any potential requirements, policies, and practices of individual agencies to
report, regardless of the presence of a statutory mandatory reporting law.101
Previous research focusing on mandatory reporting of IPV has shown that the majority of
participants recruited from clinical populations,20, 23, 26, 27 women in the general population,16 and
even women with a history of experiencing IPV16, 19, 20, 23, 25, 26, 28 generally support mandatory
reporting laws. It should be noted, however, that several of these studies found that women
reporting a history of IPV support mandated reporting of IPV significantly less than women who
have not been victims of IPV.16, 23, 25, 26
Although policymakers and researchers have recognized the importance of examining
victims’ perspectives when weighing the pros and cons of mandated reporting laws, these laws
also have significant implications and consequences for the individuals who are mandated to
report. Health care providers who fail to report IPV when they are mandated to do so can face
substantial fines and even time in jail.22 On the other hand, inappropriately breaking
confidentiality by reporting non-mandated offenses may leave the reporter vulnerable to legal
and ethical issues. Thus, is it crucial that mandated reporters are aware of laws and policies
regarding mandatory reporting of IPV—an awareness that may be difficult to ascertain, given the
wide variability in mandatory reporting laws in each state.
Research that has addressed mandated reporters’ perspectives of IPV reporting has
focused on health care providers working in clinical settings, such as the emergency department
or physicians’ offices.65 Research is scarce on the IPV reporting perspectives of health care
professionals who routinely interact with patients, but do not necessarily provide medical
treatment, such as public health home nurses or social workers. Freed and Drake suggest that
public health home nurses need to be informed of the IPV reporting laws in their states, as these
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laws can significantly affect the nurse-client relationship as well as the nursing strategies they
utilize in home visitation practice.22 In our previous work with abused women and nurses in a
large home visitation program,102 participants revealed how home visitors’ duties as mandated
reporters can create mistrust between a client and her nurse, limit the disclosure of abuse, and
cause attrition from the home visitation program. In addition to reporters’ awareness of IPV
reporting laws, mandated reporters’ attitudes toward reporting policies are likely to affect health
care practice. Practitioners that agree with mandated reporting of IPV may feel that reporting
alone takes care of the problem and might consequently relinquish responsibility for the
continued care of the abused woman.17 Conversely, providers that hold negative attitudes
towards IPV reporting may not adequately screen patients for abuse, depriving abused women of
the opportunity to obtain help.17 Evanson asserts that research focusing on home visiting nurses’
roles in IPV prevention and intervention is relatively new and that home visitors’ duties and
practices must be thoroughly investigated and understood in order to advance research in the
area.68
To the best of our knowledge, no study has examined home visiting nurses’ perspectives
regarding mandatory reporting of IPV on a large scale. The purpose of the current study was to
build upon our prior qualitative work with nurse home visitors in the Nurse-Family Partnership
(NFP) home visitation program102 in order to determine nurse home visitors’ perspectives about
the mandatory reporting of IPV. Specifically, the current study focuses on assessing NFP nurses’
(1) attitudes toward reporting IPV, (2) perceived awareness of IPV reporting requirements, and
(3) intended reporting behavior. This information has the potential to fill a significant gap in the
mandatory reporting literature by adding the unique perspectives of home visiting nurses.
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3.2 Methods
3.2.1 Procedures
This study was approved by the NFP Research and Publication Communication
Committee, the West Virginia University’s Institutional Review Board (IRB), and the Oklahoma
State Department of Health IRB. A quantitative, cross-sectional research design was employed to
assess nurse home visitors’ perceived awareness of an IPV reporting requirement, attitudes
toward mandatory reporting of IPV, and IPV reporting practices. Recruitment e-mails containing
an explanation of the study, information about incentives, and a link to an electronic survey were
sent to each nurse home visitor in the NFP program whose e-mail address was on file with the
NFP National Service Office. Nurses who wished to participate in the survey were instructed to
click the link embedded in the e-mail and were automatically directed to a webpage within the
online survey system displaying the consent form for the study. After reading the consent form,
nurses were able to click a button on the bottom of the webpage directing them to a separate,
secure webpage displaying the survey questions. Nurses who did not wish to participate in the
study after reading the consent form were instructed to close their web browsers or click an
“Exit” link on the page. Once participants submitted their survey responses, they were directed to
a separate page where they were able to enter contact information to claim incentives. The first
200 participants to complete the survey were offered a $10.00 gift card and $250.00 gift cards
were given to two participants chosen from a random drawing of all participants. The deadline
for completion of the survey was set at two weeks after the first email was sent and a reminder
email was sent to all nurses who had not yet completed the survey after one week. The state of
Oklahoma required separate approval for nurses in the NFP program to participate in the study
and consequently did not allow nurses to receive incentives for survey participation. The
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recruitment e-mail, consent form, and survey that were sent to the nurses in this state did not
contain any language regarding incentives. Response rates between Oklahoma and other states
where the survey was administered were not significantly different.
3.2.2 Participants
The target population for this study included all NFP nurses from 355 NFP sites across
the United States whose e-mails were on file with the NFP National Service Office. The
recruitment e-mail containing the link to the electronic survey was sent to 1,119 nurse home
visitors. Of these, 26 were returned as “undeliverable” and therefore a total of 1,093 surveys
were sent to valid email addresses. The number of surveys returned was 534, representing a
response rate of 49%. Due to large amounts of missing data, two surveys were discarded and
therefore 532 surveys were used for analysis in the current study.
3.2.3 Measures
In our previous focus groups with nurse home visitors in the NFP program, nurses were
asked about the language and terminology that they used when discussing IPV between adults or
intimate partners. Nurses revealed that among their colleagues in the NFP program and with
clients in home visitation practice, they most often use the term “domestic violence” to describe
instances of violence between intimate partners. Due to nurses’ use of and comfort with the term,
“domestic violence” was used in place of “intimate partner violence” or “IPV” throughout the
survey; however, nurses were asked to focus specifically on domestic violence that occurs
between intimate partners (e.g., between a client and her current partner).
As there were no existing measures that capture home visitation providers’ perspectives
with regard to mandatory reporting of IPV, a new survey instrument was developed based on
previous literature. A reviewer with expertise in the areas of IPV and family violence was
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consulted throughout all stages of survey development and the final instrument was found to be
acceptable by the reviewer. In order to assess the readability and clarity of the survey questions
and survey as a whole, a paper-and-pencil version of the survey was pilot tested in a group of
nurses and social workers from the Right from the Start home visitation program in West
Virginia. The mission and goals of the Right from the Start program are similar to those of the
NFP program. Surveys were sent to nine nurses and social workers in the Right from the Start
program and they were asked to complete the survey and provide feedback. Specifically,
participants involved in this pilot-testing phase were asked whether 1) the questions in each
section of the survey were understandable, 2) whether the answer choices were adequate, and 3)
if the questions lead to only one response. Nurses and social workers were also given the
opportunity to provide general feedback about the survey. Five nurses returned completed
surveys and feedback and their comments and suggestions were incorporated into the final
survey.
Support for mandatory reporting of IPV within the context of home visitation services
was measured by presenting participants with the following statement: “I should be required to
report instances of domestic violence.” The response set for this item was a scale ranging from 1
(never) to 5 (always).
In order to measure nurse home visitors’ attitudes towards mandatory reporting of IPV, a
16-item attitudinal scale containing two subscales was created. The first subscale contained
twelve items assessing the perceived impact that mandatory reporting of IPV can have on abused
women and their children (Cronbach’s alpha = .84). The statements used in this subscale have
been used in other studies of mandated reporting of IPV16, 25, 28 and child abuse103 and were
modified to increase relevance to home visitation practice. Participants were asked to respond to
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each statement on a 5-point Likert scale ranging from 1 (strongly agree) to 5 (strongly disagree).
Positively worded items were reversed scored. The possible range was 12 to 60, with higher
scores indicating that nurses believe mandatory reporting of IPV can have a negative impact on
abused women and their children.
The second subscale consisted of four items measuring the perceived impact that
mandatory reporting of IPV can have on nurse home visitors themselves (Cronbach’s alpha =
.65). The response set for these items ranged from 1 (never) to 5 (always) and positively worded
items were reverse scored. The possible range was 4 to 20, with higher scores signifying the
perception that mandatory reporting of IPV can negatively impact nurse home visitors. The
statements used in this subscale were modified from the CANNQ—a survey measuring nurses’
attitudes toward and knowledge of reporting child abuse and neglect.66 The entire attitudinal
scale (Cronbach’s alpha = .85) had a possible range of 16 to 80, with higher scores representing
more negative attitudes towards mandatory reporting of IPV. The items used in the attitudinal
scale can be seen in Table 3.1.
In order to measure home visiting nurses’ perceived awareness of IPV reporting laws and
intended reporting behavior, participants were presented with a scenario that they might
encounter during a home visitation session (See Appendix A). The scenario describes the abuse
of a woman who is pregnant, as home visiting nurses in the NFP program visit with women who
are either pregnant or have infants and young children under two years of age. After reading the
scenario, participants were asked, “Would you report this case?” and were asked to respond with
“yes”, “no”, or “I don’t know”. If participants answered that they would report the case, they
were asked to whom they would report. Possible responses include “law enforcement”, “child
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protective services”, “adult protective services”, “NFP supervisor”, and “other”. Participants
were able to select more than one answer for this question.
To capture home visitors’ perceived awareness of IPV reporting requirements,
participants were asked, “To the best of your knowledge, is there a requirement mandating you
to report this case?” with answer choices “yes”, “no”, and “I don’t know”. Participants who
responded that they were required to report were asked which entity or agency requires them to
report the case presented in the scenario. Again, response choices included “law enforcement”,
“child protective services”, “adult protective services”, “NFP supervisor”, and “other” and
participants could choose more than one answer. Demographic information including age, state,
years in nursing practice, years in the NFP program, and number of children were also included
in the survey.
3.2.4 Data Analysis
Analyses were conducted using STATA 10.0 software. Preliminary analyses revealed
that no more than 5% of the data were missing for any variable. Given that all missing data
techniques yield similar results when less than 5% of data are missing,104 mean substitution was
utilized to estimate missing values. Descriptive statistics (i.e., frequencies, percentages, means,
and standard deviations) were used to describe demographic and study variables. For logistic
regression analyses, responses to the statement measuring support for IPV reporting were
dichotomized into “always” and “often” versus “some of the time”, “rarely”, and “never”.
Responses to the scenario that captured home visitors’ perceived awareness of reporting
requirements and reporting behavior were dichotomized into “yes” versus “no” and “I don’t
know”. Separate multiple logistic regression analyses were used to predict two outcome
measures: support for mandatory reporting of IPV and intended reporting behavior after reading
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the scenario. Odds ratios and 95% confidence intervals are presented to show the magnitude and
strength of associations between variables. Predictor variables included perceived awareness of
an IPV reporting requirement, support for IPV reporting, and both attitudinal subscales. Nurse
age, years as a nurse, years in the home visitation program, and number of children were also
entered into each regression model separately in a stepwise fashion to assess for confounding.
Any demographic variable that was not significantly predictive of the outcome variable and did
not display evidence of confounding was dropped from the final regression model. Statistical
significance was set to alpha < .05 for all analyses.
3.3 Results
All nurse home visitors were female, and had a mean age of 44 years (SD = 10.30). Home
visitors reported being in nursing practice for a mean of 17.85 years (SD = 10.86) and had been
involved in home visitation services with the NFP program for a mean of 4 years (SD = 3.13).
The average number of children that nurse home visitors reporting having was two (SD = 1.17).
3.3.1 Attitudes, Perceived Awareness, and Intended Reporting Behavior
In terms of support for mandatory reporting of IPV in the context of home visitation
services, 40% (212) of nurse home visitors thought that they should “always” be required to
report instances of domestic violence, while 15% (79) thought they should be required to report
“often”. Approximately one-third of participants (180) agreed with reporting “some of the time”,
6% (33) responded that they should “rarely” report, and 5% (28) thought that they should
“never” be required to report domestic violence.
Home visitors’ attitudes towards mandatory reporting of IPV can be found in Table 3.1.
The mean attitudinal score for the twelve-item subscale measuring the perceived impact that
reporting IPV has on abused women and their children was 34.04 (SD = 6.77) with a range of 13
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to 56. The second subscale measuring the perceived impact that reporting IPV has on nurse home
visitors’ had a mean of 9.22 (SD = 2.44) and ranged from 4 to 18. The entire attitudinal scale had
a mean of 43.26 (SD = 8.08) and range of 18 to 67.
Almost two-thirds of the sample agreed that mandatory reporting can damage the
relationship between nurse and client and would make it less likely that a client would tell them
about the abuse. Furthermore, half of the sample agreed that reporting can put women at greater
risk of being abused or hurt. Conversely, two-thirds of the sample thought mandatory reporting
of IPV would make it easier for abused women to get help and protect children. The majority of
participants disagreed that reporting IPV can traumatize children or damage a woman’s chances
of custody of her children. Furthermore, Table 3.1 shows that the majority of nurse home visitors
believes mandatory reporting of IPV “some of the time”, “rarely”, or “never” causes problems
for nurse home visitors.
With regard to intended reporting behavior, almost half of the participants indicated that
they would report the case described in the scenario (Table 3.2). Of the 236 participants that
indicated they would report the case, almost half (115) indicated that they would report to law
enforcement, 56% (131) would report to child protective services, 20% (48) would report to
adult protective services, and the majority (89%) indicated that they would report the case to
their supervisor in the home visitation program. An additional 8% (18) selected “other” and
typed in their answers. The answers ranged from reporting to domestic violence shelters,
agencies, and hotlines to contacting the abused woman’s obstetrician. Several respondents
explained that whether or not they would report the case depends on the age of the client. If the
client was a minor, some participants explained that they would report to child protective
services and if the client was an adult, they would call law enforcement authorities.
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Participants’ perceived awareness of an IPV reporting requirement can be seen in Table
3.2. Of the 139 home visitors who thought they were required to report the case, 53% (74)
thought they were mandated to report to law enforcement and 60% (84) indicated that they
should report to child protective services. Another 19% (27) responded that they were to report
to adult protective services, and 77% (107) indicated that they were required to report to their
supervisor in the home visitation program. Additionally, 7% (10) listed “other” options,
including being mandated to notify the abused woman’s physician and contact local domestic
violence agencies.
3.3.2 Logistic Regression Analyses
The demographic variables (nurse age, years in nursing practice, years in the NFP
program, and number of children) were not independently predictive of the outcome variables
and did not display evidence of confounding; hence, they were not included in either regression
model. As can be seen in Table 3.3, perceived awareness of an IPV reporting requirement as well
as both attitudinal subscales were statistically predictive of support for mandatory reporting of
IPV within home visitation services. Specifically, nurse home visitors who thought there was a
requirement to report IPV were almost four times more likely to support IPV reporting than
nurses who thought there was no reporting requirement (OR = 3.95, p < .001). Nurse home
visitors that thought reporting abuse can negatively impact abused women and their children
were significantly less likely to support IPV reporting (OR = 0.86, p < .001). Furthermore,
participants that thought reporting abuse can have negative consequences for home visitors were
also significantly less likely to support mandatory reporting of IPV (OR = 0.85, p < 0.01).
Perceived awareness of an IPV reporting requirement and support for mandated reporting
of IPV were also statistically predictive of whether or not home visitors would report the case
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described in the scenario, as were beliefs about the consequences of reporting on abused women
and children (Table 3.4). Those nurse home visitors who thought there was a requirement to
report the abuse described in the scenario were significantly more likely to respond that they
would report the scenario (OR = 13.30, p < .001). Additionally, nurse home visitors who
indicated greater support for mandated reporting of IPV were almost twice as likely to say that
they would report the abuse described in the scenario (OR = 1.89, p < .01). Furthermore,
participants who thought reporting IPV can have negative consequences for abused women and
children were significantly less likely to indicate that they would report the abuse in the scenario
(OR = 0.96, p <.05). Participants who thought reporting IPV can have negative consequences for
home visiting nurses were less likely to indicate that they would report the abuse in the scenario;
however, this result did not achieve statistical significance.
3.4 Discussion
The results of the current study indicate that the majority of home visiting nurses we
surveyed support reporting of IPV and these attitudes are predictive of their intended reporting
behaviors. We also found that home visitation providers have mixed beliefs about the impact that
mandatory reporting can have on abused women and their children. General support for the
mandatory reporting of IPV has been previously demonstrated, as the majority of samples of the
general population, physicians, and abused women have been found to support IPV reporting.16,
19, 23, 25-28

However, contradictory opinions about the risks and benefits of mandated reporting

have also been reported in prior research with healthcare providers (See Rodriguez et al.,
1999).65 The authors of this study cite the complexity of handling IPV in clinical settings as the
basis for physicians’ mixed attitudes regarding IPV reporting. Addressing IPV in the context of
home visitation settings can be equally as difficult, as home visiting nurses deliver care within
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the family system, and this framework can also present challenges to maintaining the fine
balance between legal responsibility and confidentiality issues.22
Examining participants’ specific beliefs about IPV reporting suggests that home visitation
providers have mixed perceptions about the impact that mandatory reporting of IPV can have on
abused women and their children. The majority of nurse home visitors agreed that reporting IPV
can damage the relationships with their clients, put battered women at greater risk for being
abused or hurt, and can limit the disclosure of abuse to the nurse. These concerns have been
documented in other studies16, 65 as well as in our previous focus groups with nurse home
visitors.102 These focus groups also revealed that home visitors’ perceive that mandatory
reporting laws may prevent women from seeking help; however, almost two-thirds of the current
sample of home visitors thought reporting IPV would make it easier for abused women to get
help. Furthermore, when it came to the impact of mandatory reporting of IPV on children of
abused women, the majority of home visitors thought reporting would be beneficial. Most
respondents indicated that reporting would offer protection, and disagreed that reporting could
further traumatize children and damage a woman’s changes of custody.
Almost half of the sample of nurse home visitors indicated that they would report a case
of IPV, yet only 27% of participants thought there was a legal requirement mandating them to
report. This suggests that home visitors might report instances of IPV even when they believe
there is no mandate to do so. This is of some concern given the potential negative consequences
of mandated reporting of IPV, especially since home visitors agreed that reporting can put
battered women at greater risk of being hurt or abused. Hyman, Schillinger, and Lo posit that
providers who report IPV without first being educated about how to properly handle such cases
can further endanger abused women.17 However, among our sample, it is possible that the nurses
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may consider reporting instances of IPV to their supervisors in the home visitation program,
even when they believe there is no legal mandate that requires a report to an outside agency, such
as to the police. This explanation is supported by the fact that the majority of participants in the
study who stated they would report the IPV described in the scenario also revealed that they
would report the case to their supervisor. Reporting IPV within the confines of the home
visitation program may be beneficial, as nurse home visitors can work with their supervisors to
figure out the best course of action to take when supporting a client who is experiencing IPV.
Logistic regression analyses revealed that, in addition to perceived reporting
requirements, nurse home visitors’ attitudes toward IPV reporting play a significant role in
predicting their support for mandatory reporting of IPV. Specifically, beliefs about the impact of
reporting on abused women and their children as well as beliefs about the impact of reporting on
nurse home visitors were significantly predictive of whether or not home visitors felt they should
be mandated to report instances of IPV. Furthermore, as would be expected, those nurses that
thought there was a legal requirement to report the case presented in the scenario were much
more likely to indicate that they would report abuse described in the scenario. This suggests that
home visitors’ perceptions of IPV reporting requirements have a major impact on their intentions
to report IPV. This is not surprising, as child abuse reporting research has shown reporters’
perceptions of legal requirements to be strongly related to the likelihood of reporting.105, 106 Thus,
this finding highlights the importance of home visitors’ knowledge and perceptions about their
states’ laws surrounding IPV reporting and as well as their specific reporting duties as health
care professionals in home visitation programs. Furthermore, approximately one-fifth of the
current sample did not know if they would report the abuse described in the scenario and were
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unsure if there was a legal requirement mandating a report, suggesting that home visitation
providers may require additional education about IPV reporting requirements.
3.4.1 Strengths and Limitations
The large sample of nurses from a home visitation program serving clients in 32 states is
a strength of the current study. This study expands on our previous qualitative work that assessed
home visitors’ experiences with mandated reporting. To the best of our knowledge, this is the
first quantitative study to examine the perspectives’ of home visitation providers with specific
regard to mandatory reporting of IPV. This study adds the perspective of the home visitation
provider to the current IPV reporting literature—a population that has been overlooked and
understudied.68
However, the current study is not without limitations. Our results represent the
perspectives of less than half of the target population of nurse home visitors in the NFP program,
as the response rate was 49%, which is typical of internet survey response rates.107, 108 Appendix
B displays comparisons between the characteristics of the current sample and those of the
population of NFP home visitors as a whole. Analyses revealed that the sample of home visitors
contained significantly fewer nurses under the age of 40 (sample 36% vs. population 47%; p <
.001) and significantly more nurses over the age of 40 (sample 64% vs. population 53%; p <
.001). Furthermore, the current sample contained home visitors who reported being in nursing
practice for significantly longer than the overall population (sample 18 years vs. population 14
years; p < .001). However, it should be noted that data from the overall population of nurses is
reflective of age and years in nursing practice upon entry into the NFP program, while the
current study assessed age and number of years in nursing practice at the time of survey
completion. This may explain the differences found between the sample and population.
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It is important to note that respondents answering “no” and “I don’t know” were grouped
together for the logistic regression analyses. The sample contained a substantial proportion of
participants indicating that they were unsure of their attitudes towards reporting, their perception
of a reporting requirement, and intended reporting behavior. Consequently, grouping participants
in this manner may have influenced the result of the current study, particularly if those
participants who were “undecided” or who answered “I don’t know” differ significantly from
those who agreed, disagreed, or indicated “yes” or “no” responses. Table 5.1 and Table 5.2 in
Appendix D characterize participants who were undecided with regard to their attitudes towards
mandatory reporting of IPV. Although participants that were undecided about the perceived
impacts that reporting IPV might have on abused women and their children did not differ
significantly from the rest of the sample with regard to demographic variables (Table 5.1), this
group did exhibit significantly higher levels of support for mandatory reporting of IPV than
participants who agreed that reporting can damage the relationship between nurse and client and
held significantly lower levels of support for IPV reporting than participants who agreed that
reporting can protect children and make it easier for abused women to get help and those who
either agreed or disagreed with the statements (Table 5.2).
Another limitation of the current study is that we did not include the age of the client in
the scenario. Several participants indicated that where they send an IPV report would depend on
the age of the client. It would have been interesting to examine nurses’ attitudes, perceived
awareness, and intended reporting behavior of a situation involving a client who was a minor as
well as over the age of majority. Furthermore, we were only able to measure home visitors’
perceived awareness of reporting requirements as opposed to actual knowledge of IPV reporting
laws. Our inability to assess knowledge of reporting laws was constrained by the lack of
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comprehensive information about IPV reporting laws and policies for health care professionals in
home visitation settings. Statutory IPV reporting laws focus mainly on reporting requirements
for physicians or health care professionals in clinical settings17 and do not necessarily apply to
health care providers in home visitation settings. Future research should focus on compiling
state-specific, up-to-date requirements for providers in home visitation settings in order to
compare providers’ intended reporting behavior with state laws.
3.4.2 Conclusion
The current study suggests that there is wide variability and uncertainty with regard to
home visiting nurses’ perceived awareness of reporting obligations, intended reporting
behaviors, and attitudes towards mandated reporting of IPV. This uncertainty might translate into
home visiting nurses being unsure of the proper course of action to take when supporting a
woman who is experiencing IPV. To address this issue, we recommend additional education
about the positive and negative impacts that IPV reporting can have on abused women and their
children as well as on home visitation practice. Comprehensive information about the risks and
benefits of IPV reporting should be made available to health care providers in home visitation
settings, as well as methods for managing complexities inherent to being a mandated reporter,
such as balancing patient confidentiality with legal responsibility. Further, as the results of this
study demonstrate that home visitors’ perceptions of legal requirements to report are highly
predictive of intentions to report IPV, it is essential that supervisors and home visitors are fully
informed of IPV reporting requirements mandated by the state as well as those policies and
procedures delineated by the home visitation program itself. To this end, accurate and up-to-date
information about legal reporting requirements for IPV should be made available to home
visitation providers and collaborations with local legal service agencies may aid in the
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interpretation of these requirements. Collaborations with local domestic violence service
organizations can offer additional benefits to home visitation programs as well. Future research
is needed to more closely examine state-specific policies that influence the reporting of IPV
among home visitation practitioners. The findings of the current study highlight the need to
reduce variation among practitioners and establish consistent program practices that are
grounded in the program’s principals, supported by existing research, and compliant with
existing state policies.
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Table 3.1: Nurse Home Visitors’ Attitudes towards the Mandatory Reporting of IPV

Impact on abused women and their children

Strongly
Agree or
Agree
(%)

Strongly
Disagree or
Disagree
Undecided
(%)
(%)

“I feel that the mandatory reporting of domestic
violence between adults…”
can damage the relationship between nurse and client

64.66

18.61

16.73

can disempower the battered woman

21.99

53.76

24.25

can prevent battered women from seeking further help

32.33

46.62

21.05

can further traumatize the child(ren)

20.68

60.53

18.79

can protect the child(ren)

88.35

3.94

7.71

can cause more disruption to the family

50.19

28.76

21.05

7.89

78.95

13.16

would make it easier for battered women to get help

64.29

12.97

22.74

would put women at greater risk for being abused or
hurt

51.32

19.32

29.36

would make it less likely that a client would tell me
about the abuse

62.22

18.61

19.17

would make my clients resent me for having to report

41.17

23.49

35.34

would help my clients because they would like for
someone else to report the abuse

41.73

14.10

44.17

Always
or Often
(%)

Some of
the Time
(%)

Rarely or
Never
(%)

I lack faith in law enforcement to respond appropriately
when reports of domestic violence are made.

23.31

50.56

26.13

I fear reprisals from reporting domestic violence.

12.03

33.46

54.51

I fear litigation and/or legal liability from reporting
domestic violence.

9.40

21.99

68.61

Workload pressures are likely to deter me from
reporting domestic violence.

2.82

7.33

89.85

can damage the battered woman’s chances of custody

Impact on nurse home visitors
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Table 3.2: Perceived Awareness of Reporting Requirements and Intended Reporting Behavior
Yes

No

Don’t Know

% (n)

% (n)

% (n)

Would you report this case?

44 (236)

27 (143)

29 (153)

Is there a requirement mandating you to report this case?

26 (139)

51 (271)

23 (122)

Survey Item

Table 3.3: Logistic Regression Analysis Predicting Support for Mandatory Reporting of IPV
Variable

OR

95% CI

Perceived awareness of reporting requirement

3.95***

[2.37 – 6.58]

Impact on abused women

0.86***

[0.83 – 0.90]

Impact on nurse home visitor

0.85**

[0.77 – 0.94]

Note. OR = odds ratio; CI = confidence interval
*p < .05. **p < .01. ***p < .001.
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Table 3.4: Logistic Regression Analysis Predicting Intended Reporting Behavior
Variable

OR

95% CI

13.30***

[7.62 – 23.23]

Support for mandatory reporting of IPV

1.89**

[1.19 – 3.00]

Impact on abused women

0.96*

[0.92 – 1.00]

Impact on nurse home visitor

0.92

[0.83 – 1.01]

Perceived awareness of reporting requirement

Note. OR = odds ratio; CI = confidence interval
*p < .05. **p < .01. ***p < .001.
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Chapter 4
4.1 Introduction
Although much attention has been given to intimate partner violence (IPV) between
adults, only recently have issues related to children who are exposed to IPV but are not victims
themselves been extensively studied.109 Research has shown that in 30 – 60% of homes where
IPV is ongoing, child maltreatment is also occurring.31, 32 However, children in violent homes
that are not themselves victims of abuse are often an overlooked piece of the puzzle.110 Previous
research has referred to these children as “silent” or “invisible” victims.34, 111 Early research
referred to children living in households where IPV was present as child “witnesses”; however,
more recent studies have shown that children do not have to actually view violence in the home
to experience its negative effects.112 This resulted in the adoption of the term “exposure” to
encompass the realm of children’s experiences living in homes where IPV is perpetrated.34, 112
Children can be exposed to IPV in a myriad of ways ranging from viewing or hearing the
violent incidents, being directly involved (i.e., trying to intervene or placing a call to 911), or
experiencing the aftermath of IPV (i.e., seeing destruction of the home or furniture, observing
physical or emotional injuries of their parent, such as bruises or depression).42, 113 Research
shows that parents generally underestimate the extent to which children in the home are exposed
to this violence.114 Studies report that in homes where IPV is perpetrated, 80% to 90% of
children are aware of the abuse.36 A study by Litrownik and colleagues found that 33% of
children reported witnessing IPV, yet only 14% of parents reported that their children had
witnessed this violence.114 These children are usually able to give detailed reports of violent
episodes in their homes, while their parents assume the violence went unseen.37, 43, 114
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It is estimated that 10 – 20% of children are exposed to IPV annually37, 115 and anywhere
from 25% to one-third of children exposed to IPV at some point during childhood.37 The
substantial amount of research dedicated to determining the consequences of children’s exposure
to IPV suggests that similar psychopathology manifests between children who have been
exposed to IPV and those who have been victims of physical abuse.45 Just as children who have
been victims of child maltreatment, children exposed to IPV between adults experience
subsequent negative emotional, psychological, and physical health outcomes.48 For example,
children exposed to IPV are at a significantly higher risk for developing aggressive behaviors
and conduct disorder and have been found to exhibit higher rates of depression, anxiety, and low
self-esteem than children not exposed to IPV.48 Moreover, children living in homes where IPV is
perpetrated are potentially at risk for being physically injured as well.37, 116 Christian and
colleagues reviewed 139 emergency department records of children with injuries as a result of
IPV and found that children two years and under were often injured while in the arms of the
abused parent and 39% of the children were injured while trying to intervene in the violent
episode.116
Due to the deleterious effects that exposure to IPV can have on children, it has been
proposed that children’s exposure to IPV in and of itself should be classified as a form of child
maltreatment.30 Recently, there has been movement toward enacting legislation related to IPV
committed in the presence of a child.62, 87 However, current definitions of child maltreatment
vary widely between states and only a handful of states include language specific to children’s
exposure to IPV within their juvenile codes.62 Depending on how child maltreatment is defined
within the juvenile code, equating children’s exposure with child maltreatment may require all
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suspected and verified instances of IPV in homes where children are present to be reported to
CPS.
Most research has recommended against considering children’s exposure to IPV a form
of child maltreatment, calling it a “blunt”117 or “inappropriate”60 response based on the fact that
CPS agencies are usually overwhelmed, underfunded, and understaffed.61, 62, 118 and thus are not
equipped to handle the increase in number of children that would be reported if children’s
exposure would require a maltreatment report and subsequent investigation (See Edelson, 1999).
Furthermore, studies have shown that not all children exposed to IPV experience subsequent
negative effects; thus, in these cases, reporting all instances of IPV perpetrated in the presence of
children might be inappropriate, unnecessary, and potentially damaging.59 Though only a few
states specifically consider children’s exposure to IPV to be a form of child maltreatment, our
previous qualitative work with nurses and abused women in a home visitation program revealed
that home visitation providers may be under the impression that IPV perpetrated in the presence
of a child is reportable to CPS.102 Providers might believe that they have an obligation to report
because involving CPS in instances of children’s exposure to IPV depends on the local
interpretation of a state’s child maltreatment statute.61, 62 Thus, uncertainty regarding this issue
may be due to the fact that the boundary between children’s exposure to IPV and child
maltreatment is often thought of as a “gray area or “gray zone”.60, 87 Zink and colleagues assert
that “from the provider’s perspective, it is important to understand when this legislation affects
their mandatory reporting obligations”(p. 450) and yet no threshold has been established for what
types of exposure should constitute child maltreatment.109, 119 This lack of clarity can translate
into serious ethical and legal implications for those required to report.22
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Even so, most research regarding children’s exposure to IPV has focused on the
consequences of being exposed to IPV during childhood37 or debating the pros and cons of
considering children’s exposure a form of maltreatment.59 There is a paucity of research on
reporters’ perspectives and practices regarding children’s exposure to IPV. Zink and others61
examined Ohio family and pediatric physicians’ knowledge and management of children
exposed to IPV and found that over half of the physicians recognized the signs and symptoms of
children’s exposure to IPV. Participants in this study were also presented with different scenarios
of children exposed to the physical abuse of their mothers and were asked how they would
manage the cases. Physicians were more likely to contact CPS when a child was a visual witness
to the abuse of their mother as opposed to only hearing the abuse. The authors of this study
suggest that research should assess whether or not mandatory reporting of children’s exposure to
IPV can prevent mothers from disclosing IPV to their health care providers.61
Steen103 examined the perspectives of domestic violence shelter workers with regard to
filing reports of child maltreatment, including reports of children’s exposure to IPV. Specifically,
Steen assessed shelter workers’ perceived impacts of reporting on the mother and child as well as
on the relationship between the worker and battered woman. The results of this study revealed
that domestic violence shelter workers perceived reporting children’s exposure to IPV to have
more negative impacts for abused women and children and for the relationship between the
worker and abused woman than reporting actual child abuse committed by the batterer. Steen
highlights the fact that although a great deal of literature has focused on attitudes toward child
abuse reporting, no quantitative studies have been conducted that focus specifically on attitudes
toward child maltreatment reporting when IPV is present. Steen recommends that more research
is carried out to fill this gap in the literature.103 Our previous qualitative work with nurses and
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abused women in a home visitation program focus on attitudes towards reporting children’s
exposure to IPV,102 but this issue has not been examined within a quantitative framework. The
purpose of the current research was to address these gaps by examining the perspectives of
nurses within the Nurse-Family Partnership (NFP) home visitation program regarding children’s
exposure to IPV.
Nurse home visitors within the NFP program provide support and education to lowincome women who are either pregnant or have young infants or children under the age of two.
A study of mothers in the NFP program revealed that almost half of the sample reported
experiencing IPV since the birth of their child—a rate twice as high as in the general
population.2, 84 As NFP nurses routinely screen for IPV and their clients are either pregnant or
have small children, issues related to children’s exposure to IPV are likely to emerge when IPV
is disclosed within the context of the home visitation program. To the best of our knowledge, no
study has examined the perspectives of health care providers in home visitation programs with
regard to children’s exposure to IPV. Specifically, the purpose of the current study was to
examine home visitation providers’ 1) attitudes towards reporting children’s exposure to IPV, 2)
perceived awareness of reporting requirements, and 3) intended reporting behaviors after being
presented with different scenarios with varying levels of child’s exposure to IPV.
4.2 Method
4.2.1 Participants and Procedures
Recruitment e-mails with information about the study and a link to a web-based
questionnaire were sent to 1,119 nurse home visitors whose e-mail addresses were on file with
the NFP National Service Office. Twenty six e-mails were returned as “undeliverable” and 534
questionnaires were returned out of the 1,093 that reached valid e-mail addresses (Response Rate
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= 49%). Two questionnaires were not used in the final analyses due to large amounts of missing
data. This study was approved by the West Virginia University Institutional Review Board
(IRB), the Oklahoma State Department of Health IRB, and the NFP Research and Publication
Communication Committee.
4.2.2 Measures
The questionnaire used in the current study was adapted from previous studies of
mandatory reporting of child abuse103, 120 as well as IPV reporting.16, 25, 28 A reviewer with
expertise in the areas of IPV and family violence found the instrument to be acceptable.
Furthermore, the survey was pilot-tested for readability and clarity in a small sample of nurses
and social workers involved in a home visitation program in West Virginia with a similar
mission and goals to that of the NFP program.
It is important to note that although the current study focuses on children’s exposure to
IPV, the survey refers to this type of violence as “domestic violence” even though it is
understood that the term “domestic violence” can encompass violence between individuals other
than intimate partners. The decision to include the term “domestic violence” in the language of
the survey as opposed to “intimate partner violence” was based on our previous focus groups
with nurse home visitors in the NFP program, as nurses revealed that they are most comfortable
with using the term “domestic violence” and this is the language that they use with other nurses
and clients when discussing violence between adult intimate partners.
Nurse home visitors’ support for mandatory reporting of children’s exposure to IPV was
assessed by having them respond to the statement, “I should be required to report children’s
exposure to domestic violence” with responses choices ranging from 1(never) to 5 (always).

64

Home visitors’ attitudes toward reporting children’s exposure to IPV were measured with
a 16-item attitudinal scale (Table 3.1) that captured: (a) beliefs about the impact that reporting
children’s exposure to IPV can have on abused women and children (subscale 1; Cronbach’s
alpha = .84) and (b) beliefs about the impact that reporting children’s exposure can have on nurse
home visitors themselves (subscale 2; Cronbach’s alpha = .65). Participants were asked to
respond to each of the twelve statements in the first subscale on a 5-point Likert scale ranging
from 1 (strongly agree) to 5 (strongly disagree). The potential range of the first subscale was 12
to 60, with higher scores indicating that nurse home visitors believe mandatory reporting of
children’s exposure to IPV can negatively impact abused women and their children. Participants
were asked to respond to the four items on the second subscale with responses ranging from 1
(never) to 5 (always). The possible range of the second subscale was 4 to 20, and higher scores
indicated the belief that mandated reporting of children’s exposure to IPV can negatively impact
home visitors. The entire 16-item attitudinal scale (Cronbach’s alpha =.85) had a possible range
of 16 to 80, with higher scores representing more negative beliefs about mandated reporting of
children’s exposure to IPV.
Nurse home visitors’ perceived awareness of reporting requirements regarding children’s
exposure to IPV and nurses’ intended reporting behavior were examined by presenting
participants with four different scenarios that they might encounter during home visitation
sessions (See Appendix A). The scenarios describe the abuse of a woman when (1) she is
pregnant, (2) she is holding her child in her arms, (3) her child is in the other room and hears but
does not visually witness the abuse, and (4) her child is not at home during the violent episode.
After reading the first and second scenarios, participants were presented with several questions
assessing their perceived awareness of reporting requirements and intended reporting behavior as
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well as whether or not they believed the child’s exposure to IPV in the scenario indicated a form
of child maltreatment. If home visitors responded that they would report the case presented in the
scenario, they were asked about the agencies to which they would send the report. Due to
limitations on survey length, for the third and fourth scenarios, participants were only asked
whether or not they believed the scenario indicated child maltreatment and whether or not they
would report. Home visitors were also asked about demographic characteristics such as their age,
number of years working in nursing practice and in the home visitation program, and number of
children.
4.2.3 Data Analysis
Descriptive statistics were used to describe all demographic and study variables. For
logistic regression analyses, responses to the statement measuring support for children’s
exposure to IPV reporting were dichotomized into “always” and “often” versus “some of the
time”, “rarely”, and “never”. Responses to the scenario that captured home visitors’ perceived
awareness of reporting requirements, intended reporting behavior, and whether or not the
scenario was indicative of child maltreatment were dichotomized into “yes” versus “no” and “I
don’t know”. Logistic regression analyses were conducted in order to predict support for
mandatory reporting of children’s exposure to IPV and intended reporting behavior for each of
the four separate scenarios. Perceived awareness of a reporting requirement and both attitudinal
subscales were entered into the regression model predicting support for mandatory reporting of
children’s exposure to IPV. The independent variables entered into the four separate regression
models predicting intended reporting behavior for each of the home visitation scenarios included
(a) whether or not the nurse considered the case a form of child maltreatment, (b) nurses’ support
for mandated reporting of children’s exposure to IPV, and (c) both attitudinal subscales. For the
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first and second scenarios, perceived awareness of a reporting requirement was also entered into
the regression models. Nurses’ age, years as a nurse, years in the home visitation program, and
number of children were also entered into each regression model separately in a stepwise fashion
to assess for confounding. Any demographic variable that was not significantly predictive of the
outcome variable and did not display evidence of confounding was dropped from the regression
model. All analyses were conducted using STATA 10.0 software and statistical significance was
set to alpha < .05.
4.3 Results
4.3.1 Demographic Characteristics
All home visiting nurses surveyed were female with a mean age of 44 years (SD = 10.30).
Home visitors reporting being involved in home visitation serves with the NFP program for a
mean of 4 years (SD = 3.13) and were in nursing practice for a mean of 17.85 years (SD =
10.86). Nurses’ reported average number of children was two (SD = 1.17).
4.3.2 Attitudes and Support for Mandatory Reporting of Children’s Exposure to IPV
Over half (295) of nurse home visitors indicated that they should “always” be required to
report instances of children’s exposure to IPV and 20% (107) thought they should be required to
report “often”. An additional 20% (105) indicated that they should report “some of the time”,
and almost 5% of the sample felt they should be required to report children’s exposure to IPV
“rarely” (13) or “never” (12).
Participants’ attitudes towards mandated reporting of children’s exposure to IPV are
found in Table 4.1. The entire attitudinal subscale had a mean of 43.16 (SD = 7.83) and a range
of 17 to 66. The first subscale assessing nurses’ beliefs about the impact that reporting can have
on abused women and their children had a mean of 34.20 (SD = 6.51) and a range of 13 to 54.
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The mean of the second subscale measuring the impact that reporting can have on nurse home
visitors was 8.96 (SD = 2.47) and the range was 4 to 18.
As can be seen in Table 4.1, over half of the sample agreed or strongly agreed that
reporting children’s exposure to IPV can damage the relationship between the nurse and client
and over 60% felt that reporting can limit a woman’s disclosure of abuse to her nurse. On the
other hand, two-thirds of nurse home visitors felt that reporting children’s exposure to IPV can
make it easier for battered women to get help and the vast majority (92%) agreed or strongly
agreed that reporting can protect children exposed to IPV. Furthermore, most nurses disagreed
that reporting children’s exposure to IPV can damage the battered woman’s chances of custody
or further traumatize the children. It is also important to note that a substantial portion of
participants were undecided about their attitudes towards reporting children’s exposure to IPV.
4.3.3 Home Visitation Scenarios
Nurse home visitors’ opinions about whether or not the cases described in the four
scenarios were indicative of child maltreatment and their intended reporting behaviors after
reading each scenario are shown in Table 4.2. The majority of the sample (87%) considered the
abuse of a woman while her child was in her arms to be a form of child maltreatment and would
report this case (78%). Approximately half of the sample considered the abuse of a woman who
is pregnant and a child overhearing the abuse of their mother to be forms of child maltreatment
and almost half of the sample indicated that they would report those cases. A smaller percentage
of nurses (14%) considered abuse of a woman when her child was not in the home to be
maltreatment, yet 27% of the sample indicated that they would report this case.
After reading the first and second scenarios, if participants answered that they would
report the case described, they were then asked which agencies they would report to. Nurses
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were encouraged to select all answers that applied, and their responses can be seen in Table 4.3.
Almost half of the participants who indicated they would report the abuse of a pregnant woman
indicated that they would report to police, while 56% said they would report to CPS and 20%
would report the case to adult protective services. Of those participants who said they would
report the abuse of a woman while her child was in her arms, almost one-third would report to
the police, the vast majority (92%) would report to CPS, and 11% would report to adult
protective services. Most of the respondents that would report the cases also indicated that they
would report to their supervisor in the home visitation program. Additionally, participants
selected “other” agencies that they would report to and wrote in that they would report to the
abused woman’s health care provider, domestic violence shelters and hotlines, and state health
department officials.
With regard to the first, third, and fourth scenarios, 10 – 20% of the sample answered that
they did not know if they considered these cases to be child maltreatment, and 20 – 30% of the
sample indicated that they did not know if they would report these cases. However, for the
second scenario where the child was in her mother’s arms during the violent episode, only 6% of
the sample did not know if they would consider this to be maltreatment and 16% reported that
they did not know if they would report the case.
4.3.4 Logistic Regression Analyses
Nurse age, years in nursing practice, years in the home visitation program, and number of
children did not significantly predict any outcome variable and did not display evidence of
confounding; therefore, they were excluded from the final regression models. Table 4.4 shows
the results of logistic regression model predicting support for mandated reporting of children’s
exposure to IPV. Regression analyses demonstrated that participants who indicated that they
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were aware of a requirement mandating them to report children’s exposure to IPV were
significantly more likely to support mandated reporting of children’s exposure to IPV (OR =
2.43, p < .001) and participants that held beliefs that reporting children’s exposure to IPV can
negatively impact abused women and their children were significantly less likely to support
reporting children’s exposure to IPV (OR = 0.90, p < .001).
As can be seen in Table 4.5, nurses’ perceived awareness of a reporting requirement
mandating them to report abuse of a pregnant woman was significantly predictive of the
intention to report the abuse (OR = 13.35, p < .001). Nurses who considered the abuse of a
pregnant woman to be a form of child maltreatment were over four times more likely to indicate
that they would report the case than nurses who did not believe that this case constituted child
maltreatment (OR = 4.43, p < .001). Furthermore, home visitors who support mandatory
reporting of children’s exposure to IPV were almost twice as likely to respond that would report
the abuse of a pregnant woman than those participants who held lower levels of support for
mandated reporting (OR = 1.77, p < .05). Participants who believe reporting children’s exposure
to IPV can negatively impact nurse home visitors were significantly less likely to indicate that
they would report the abuse of a pregnant woman (OR = 0.87, p < .01). Home visitors who
indicated that reporting children’s exposure to abuse can negatively impact abused woman and
their children were also less likely indicate that they would report the IPV toward a pregnant
woman; however, this result did not achieve statistical significance.
Table 4.5 also shows that home visitors who indicated their perceived awareness of a
requirement to report the scenario describing the abuse of a woman with her child in her arms
were significantly more likely to respond that they would report the abuse described in this
scenario (OR = 19.67, p < .001). Home visiting nurses that considered abuse of a woman with a
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child in her arms to be a form of child maltreatment were also significantly more likely to
indicate that they would report the case (OR = 14.17, p < .001).
Table 4.6 shows that those home visiting nurses who considered a child overhearing the
abuse of her mother but not directly witnessing the violence to be child maltreatment were
significantly more likely to indicate that they would report the case than those nurses who did not
think the scenario described child maltreatment (OR = 10.00, p < .001). Additionally, nurses’
support for mandatory reporting of children’s exposure to IPV was significantly predictive of
nurses’ intention to report the case where the child is not in the room when the episode of IPV
occurs (OR = 2.24, p < .01). Table 4.6 also shows that home visiting nurses who thought that the
scenario describing the abuse of a woman whose child was not at home during the violent
episode to be a form of child maltreatment were significantly more likely indicate their intention
to report the case of abuse (OR = 20.40, p < .001). Furthermore, nurses’ support for mandated
reporting of children’s exposure to IPV (OR = 5.33, p < .001) was significantly predictive of
intention to report the case described in the scenario.
4.4 Discussion
The results of the current study suggest that most nurse home visitors in our sample
support reporting children’s exposure to IPV. Overall, nurse home visitors’ attitudes and beliefs
about the impacts that reporting can have on abused women and children and on home visitors
themselves were varied. Most of our sample agreed that mandated reporting of children’s
exposure to IPV can help abused women and protect children, but the nurses also recognized that
reporting may have negative consequences on home visitation practice, such as damaging the
relationship between the nurse and client and limiting the client’s disclosure of abuse to her
nurse. This findings augment the preliminary results found in our prior qualitative work with this
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population, as focus groups revealed that home visitors’ duties as mandated reporters often result
in a lack of trust from clients and can strain the therapeutic relationship with their clients either
temporarily or permanently.102 Steen’s study of domestic violence shelter workers’ attitudes
toward reporting children’s exposure to IPV found that the workers believed reporting children’s
exposure to IPV can damage the relationship between the battered woman and worker “about
half of the time”,103 which is consistent with the findings of the current study.
Nurse home visitors’ opinions of whether the four different scenarios of children’s
exposure to IPV were indicative of child maltreatment appeared to depend on the proximity of
the child to the violent episode, as most participants considered a mother holding her child while
being abused to be child maltreatment, yet only 14% of the sample considered it child
maltreatment when the child was not in the home during the abuse of the mother. The percentage
of nurses that would report the four scenarios also decreased the further the child was from the
abuse in the scenario. The majority of participants indicated that they would report the scenario
where the mother is holding her child during the abuse, suggesting that nurses may be more
likely to report cases of children’s exposure to IPV when the child is at risk of physical harm.
These findings compare to those found in the previously described study of Ohio
physicians’ management of children’s exposure to IPV.61 Zink and colleagues found that 54% of
physicians would report to CPS when presented with a scenario of a child who visually
witnessed his/her mother being beaten by his/her father resulting in a black eye for the mother
and no injury for the child. When responding to a different scenario where the child is an
auditory witness to the violence, but does not visually observe the episode, 41% of physicians
indicated that they would contact CPS.61 The results of the current study indicate that 45% of

72

nurse home visitors would also report a child who overhears the violence between adults,
however, we do not have data on which agency they would send the report to for this scenario.
It is important to note that Alaska is the only state to specifically define children’s
exposure to IPV as a form of child maltreatment.61 As the NFP program is not implemented in
Alaska, a substantial proportion of nurses in the current study indicated that they would report
children’s exposure when it is not included in their state’s child maltreatment statute. However,
many states’ child maltreatment statutes include language such as “substantial risk of harm” or
“imminent danger” in their definitions of child maltreatment.62 Thus, it is possible that nurses in
the current study consider abuse of a mother when her child is in her arms to pose a “substantial
risk” to the child for being physically injured, as over 90% of those participants that would report
this case indicated that they would report to CPS. Christian and others’ review of emergency
department records provides support for this line of reasoning, as the authors found that children
under two years of age were often physically injured while in the arms of the abused parent.116
However, it is also possible, that for this scenario as well as the other three situations,
participants that indicated they would report were referencing the fact that they would report to
their supervisors as part of the protocol within the home visitation program. On the other hand,
our previous focus groups with this population suggested that home visiting nurses were under
the impression that children’s exposure to IPV required a report to both their supervisor and
CPS.102
Another important outcome of the current study was that almost half of the sample
indicated that they would report the abuse of a pregnant woman, and over half of the participants
that would report stated that they would report to CPS, indicating that they believe the abuse of a
pregnant woman is a form of child maltreatment. Our previous research with community
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stakeholders, many of which who worked for CPS, revealed that most CPS agencies require that
a child be born before maltreatment can be reported to the agency. The issue of reporting to CPS
when an abused woman was pregnant also emerged in the focus groups home visiting nurses, as
they highlighted the uncertainty that they face with regard to their reporting duties when a client
is pregnant as well as when her child is exposed to the abuse after birth. The results of the current
study also reveal this indecision, as many nurses did not know whether the different types of
children’s exposure to IPV indicated child maltreatment and if they would report the cases.
Logistic regression analyses show that nurses who considered the different types of
exposure to constitute child maltreatment were significantly more likely to indicate that they
would report the cases. Furthermore, support for mandated reporting of children’s exposure to
IPV was predictive of intended reporting behavior for all of the scenarios except where the child
was in her mother’s arms during the abusive episode. Nurses’ attitudes about the impact of
reporting did not predict intended reporting behavior for this scenario, but attitudes were either
significantly predictive or marginally predictive for the other three scenarios. Thus, it is possible
that in cases when the child is at greatest risk of being harmed due to IPV between adults, nurses
do not consider their own support for and attitudes towards reporting, but are guided by whether
or not the child is risk of injury and their perception of this risk may determine their reporting
behavior. For the scenarios in which the child is not born, is an auditory witness to the abuse, and
is not home during the abusive episode, nurses’ support for mandated reporting of children’s
exposure was independently predictive of their intended reporting behavior. It is possible that in
situations involving IPV perpetrated in the presence of a child, unless the nurse perceives that the
child was at risk for being injured, nurses may consider their own support for mandated reporting
when deciding whether or not to report the case. However, in cases where children are at risk for
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harm, nurses may feel that reporting to CPS is in the best interest of the child and the child’s
safety may override nurses’ own support or non-support for reporting and any concerns about the
impact that reporting might have on home visitation practice.
4.4.1 Strengths and Limitations
One strength of the current research is that, to the best of our knowledge, this is the first
study to use a quantitative framework to examine the perspectives of those involved in home
visitation services with regard to children’s exposure to IPV. Furthermore, we were able to
obtain home visitors’ perspectives about different types of exposure to IPV. As future research
will most likely be geared towards determining a threshold for when exposure to IPV is
damaging to children and under which circumstances it should be reported, the perspectives of
mandated reporters who closely interact with abused women and their children will be
informative.
However, the current study has several limitations. Although we achieved a response rate
(49%) that is typical of internet surveys, 107, 108 our findings are representative of less than half of
the overall population of NFP nurse home visitors. Comparisons between the characteristics of
the current sample and those of the population of NFP home visitors show that our sample had
significantly fewer nurses aged 40 and younger (sample 36% vs. population 47%; p < .001) and
significantly more nurses over age 40 (sample 64% vs. population 53%; p < .001) than in the
entire population of NFP nurses (Appendix B). Furthermore, the current sample reporting being
in nursing practice for significantly longer than the overall population of nurses (sample 18 years
vs. population 14 years; p < .001). It is important to note that the characteristics of nurses in the
entire population of home visitors reflects data collected upon nurses’ entry into the home
visitation program, and our sample characteristics reflect age and years in nursing practice at the
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time of survey completion. This may account for the difference in age and number of years in
nursing practice between our sample and the entire population of home visitors.
In addition, for all logistic regression analyses, “no” and “I don’t know” answers were
grouped together, which may have influenced the study’s results, as 10 – 20% of the sample
responded that they did not know if they would report the abuse described in the scenarios. Table
5.3 and Table 5.4 in Appendix D describe those participants who were undecided about their
attitudes towards reporting or who indicated that they did not know if they would report the
abuse described in the four scenarios in an attempt to determine if participants who displayed
uncertainty differed from respondents who indicated committed responses. Participants that were
undecided about whether reporting children’s exposure to IPV can damage the relationship
between the nurse and her clients were significantly more likely to support reporting children’s
exposure than participants who disagreed with the statement, while participants who were
undecided about whether reporting can protect children or make it easier for abused women to
get help held significantly lower levels of support for reporting than respondents who agreed or
either agreed or disagreed with the beliefs (Table 5.3). Nurse home visitors that indicated “I
don’t know” after reading the home visitation scenarios where IPV is perpetrated against a
pregnant woman, when the child is in another room, and when the child is not home exhibit
significantly lower levels of support for reporting children’s exposure to IPV than participants
who indicated they would report these cases (Table 5.4).
Furthermore, this research was restricted to nurse home visitors in one home visitation
program and cannot be generalized to other visitation programs or providers. The data in the
current study reflect intended reporting behavior and not actual rates of reporting children’s
exposure to IPV. Future research on home visitors’ actual reporting behaviors with regard to this
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issue is warranted, as national rates of child maltreatment allegations that include children’s
exposure to IPV are still unknown.87 Additionally, it cannot be determined whether nurses’
considerations of whether or not the scenarios were indicative of child maltreatment and whether
they would report the cases were motivated by the risk of physical harm to the child or because
they are aware of the fact that exposure to IPV can be psychologically damaging for children, or
both. Other studies should examine the factors that mandated reporters consider when reporting
children’s exposure to IPV. Furthermore, we did not include a scenario where a child visually
witnesses the incident, but is not being held (as described in Zink et al., 2005) and the
perspectives of our sample with regard to this type of scenario would have been useful. Lastly,
the current study focuses on home visitors’ perceived awareness of reporting requirements and
intended reporting behaviors regarding children’s exposure to physical IPV between adults.
Research has demonstrated significant associations between psychological or emotional IPV and
long-term negative consequences to women’s physical and psychological health.88 However, this
study does not shed light on nurse home visitors’ intended reporting behaviors or perceived
awareness of reporting requirements regarding emotional IPV between intimate partners or
children’s exposure to emotional IPV between adults.
4.4.2 Conclusion
The results of the current study quantify the themes that emerged in our previous
qualitative work with this population; most notably, that our sample of home visitors exhibits
variability and uncertainty with regard to their attitudes about reporting children’s exposure to
IPV as well as which situations they believe constitute child maltreatment and require a report to
CPS agencies. These findings are not unexpected, as research has not yet determined an
objective threshold for the severity of exposure to IPV needed for intervention.87, 109 Even so, it
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is important that health care providers in home visitation programs are fully informed of not only
of their states’ child maltreatment statutes, but also of the ways in which the language of the
statute is interpreted under the law as well as within CPS agencies. We recommend that home
visitation programs collaborate with legal agencies and local CPS agencies in order to establish
which circumstances are reportable to CPS and which types of exposure to IPV are not
appropriate for referrals. In addition, although children exposed to IPV are encountered in a wide
variety of health care settings, there is a great deal of untapped potential in examining the home
visitation providers’ role in responding and intervening with women and children exposed to
IPV. Carlson asserts that education on effective parenting can benefit mothers of children
exposed to IPV,37 and as home visitors are already providing this type of information to clients,
they are have a unique opportunity to dialogue with clients and provide education about the
effects of exposure to IPV on children. Health care providers in home visitation settings are also
appropriate individuals to help link abused women and their children with CPS agencies, local
domestic violence service centers, and other mental health services.
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Table 4.1: Nurse Home Visitors’ Attitudes toward the Mandatory Reporting of Children’s
Exposure to IPV
Strongly
Agree or
Agree
(%)

Strongly
Disagree or
Disagree
(%)

Undecided
(%)

can damage the relationship between nurse and client

56.20

25.19

18.61

can disempower the battered woman

22.18

50.38

27.44

can prevent battered women from seeking further help

30.07

43.80

26.13

can further traumatize the child(ren)

25.75

53.57

20.68

can protect the child(ren)

91.54

2.63

5.83

can cause more disruption to the family

53.76

22.18

24.06

can damage the battered woman’s chances of custody

12.78

68.80

18.42

would make it easier for battered women to get help

66.54

8.27

25.19

would put women at greater risk for being abused or hurt

50.75

14.29

34.96

would make it less likely that a client would tell me
about the abuse

62.21

18.05

19.74

would make my clients resent me for having to report

44.93

23.87

31.20

would help my clients because they would like for
someone else to report the abuse

45.30

12.41

42.29

Always
or Often
(%)

Some of
the Time
(%)

Rarely or
Never
(%)

I lack faith in law enforcement to respond appropriately
to reports of children’s exposure to domestic violence.

28.20

44.17

27.63

I fear reprisals from reporting children’s exposure to
domestic violence.

9.96

25.75

64.29

I fear litigation and/or legal liability from reporting
children’s exposure to domestic violence.

8.08

19.74

72.18

Workload pressures are likely to deter me from reporting
children’s exposure to domestic violence.

2.26

6.20

91.54

Impact on abused women and their children
“I feel that the mandatory reporting of children’s
exposure to domestic violence…”

Impact on nurse home visitors
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Table 4.2: Nurse Home Visitors’ Opinions of Whether Child’s Exposure to IPV Indicates
Child Maltreatment and Intended Reporting Behavior after Reading Four Scenarios
Scenario

Survey Item

Client is
Pregnant

Mother is
Holding
Child

Child in
Other
Room

Child Not
at Home

n

n

n

n

(%)

(%)

(%)

(%)

Indicates child maltreatment

288 (54.14)

465 (87.41)

268 (50.38)

75 (14.10)

Would report this case

236 (44.36)

417 (78.38)

241 (45.30)

145 (27.26)

Note. Data shown indicate number and percentage of participants responding “yes”.

Table 4.3: Responses to Survey Question “If Yes, to Whom?” After Nurse Home Visitors
Endorsed Reporting the Cases Described in Scenarios 1 and 2.
Scenario
Client is pregnant

a

Child in mother’s arms b

n

(%)

n

(%)

Law enforcement

115

(48.73)

128

(30.70)

Child protective services

131

(55.51)

382

(91.61)

Adult protective services

28

(20.34)

44

(10.55)

Supervisor

211

(89.41)

340

(81.53)

Other

18

(7.63)

10

(2.40)

Note. Totals equal more than 100% because participants were asked to select all that apply.
a

Out of 236 participants who endorsed reporting the case described in the scenario.
b

Out of 417 who endorsed reporting the case described in the scenario.
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Table 4.4: Logistic Regression Analysis Predicting Support for Mandatory Reporting of
Children’s Exposure to IPV
Variable a

OR

Perceived awareness of requirement

2.43***

[1.58 – 3.75]

Impact on abused women

0.90***

[0.86 – 0.93]

Impact on nurse home visitor

0.93

[0.85 – 1.02]

Note. OR = odds ratio; CI = confidence interval.
a

Three variables entered simultaneously.

*p < .05. **p < .01. ***p < .001.
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95% CI

Table 4.5: Logistic Regression Analysis Predicting Home Visitors’ Intention to Report
Scenarios 1 & 2
Pregnant
Variable a

OR

95% CI

OR

95% CI

13.35***

[7.51 – 23.74]

19.67***

[10.55 – 36.66]

Case is considered child maltreatment

4.43***

[2.84 – 6.91]

14.17***

[6.50 – 30.86]

Support for mandatory reporting

1.77*

[1.03 – 3.05]

1.40

[0.74 – 2.68]

Impact on abused women

0.96

[0.93 – 1.00]

0.96

[0.91 – 1.01]

Impact on nurse home visitor

0.87**

[0.79 – 0.96]

0.93

[0.82 – 1.06]

Perceived awareness of requirement

Note. OR = odds ratio; CI = confidence interval.
a

Child in Arms

Five variables entered simultaneously.

*p < .05. **p < .01. ***p < .001.
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Table 4.6: Logistic Regression Analysis Predicting Nurse Home Visitors’ Intention to
Report Scenarios 3 & 4
Child Overheard Violence
Variable a

OR

95% CI

OR

95% CI

Case is considered child maltreatment

10.00***

[6.59 – 15.16]

20.40***

[9.61 – 41.15]

Support for mandatory IPV reporting

2.24**

[1.34 – 3.76]

5.33***

[2.47 – 11.50]

Impact on abused women

0.97

[0.93 – 1.00]

0.97

[0.94 – 1.01]

Impact on nurse home visitor

0.92

[0.84 – 1.01]

0.86

[0.81 – 1.01]

Note. OR = odds ratio; CI = confidence interval.
a

Child Not at Home

Four variables entered simultaneously.

*p < .05. **p < .01. ***p < .001.
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Chapter 5
5.1 Summary
The main objective of this project was to enhance our understanding of mandatory
reporting issues in the context of home visitation programs through the results of three separate
but related studies. Previous research about mandatory reporting issues has focused mainly on
reporting child abuse.64, 66 Fewer studies have examined mandatory reporting with regard to IPV
and children’s exposure to IPV, although these issues have gained more attention in recent years.
Research focusing on mandatory reporting of IPV and children’s exposure to IPV has mainly
centered on the current state of legal statutes for reporting requirements17, 62 and abused victims’
perspectives.121 Less attention has been given to the perspectives and practices of health care
providers’ who routinely interact with abused women and their children, yet mandated reporting
laws often give rise to serious legal, moral, ethical, and practical questions for those required to
report.22 The few studies that have given attention to reporting of IPV and children’s exposure to
IPV have mainly focused on mandated reporting in clinical settings, such as family or emergency
physicians.61, 65
Health care professionals providing home visitation services are not immune to issues
related to mandated reporting of IPV and children’s exposure, as they typically support women
who are either pregnant or have young children, and because of the same demographic
characteristics making them eligible for enrollment in the home visitation program, they are at a
greater risk of experiencing abuse83 than women in the general population.2, 84
The qualitative study described in Chapter 2 revealed that issues related to IPV reporting
are relevant to providers in home visitation programs and warrant increased attention.
Specifically, the sample of nurse home visitors in the NFP program who participated in the 8
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focus groups were in consensus that they were not mandated to report IPV between adults, but
were uncertain of their reporting obligations when the abuse was perpetrated in the presence of a
child. Nurses also revealed that their duties as mandated reporters can have negative effects on
the nurse-client relationship, such as limiting the disclosure of abuse and causing attrition from
the NFP program. Furthermore, home visitors perceived that clients’ reluctance to interact with
mandated reporters was motivated by fear of losing custody of their children. Nurses offered
techniques and tactics that help to put abused clients at ease within the home visitation program,
such as stressing the confidentiality between nurses and clients and emphasizing the positive
impacts that CPS can have in helping abused women and their children. Last, nurses requested
up-to-date, state-specific, accurate information about their obligations as mandated reporters
within the home visitation program, further highlighting the uncertainty they experience with
regard to their reporting duties.
In order to quantify the themes found in the qualitative study described in Chapter 2, a
web-based survey was sent to all nurse home visitors within the NFP program who had valid
email addresses on file with the NFP National Service Office. The results of the survey provide
us with a more comprehensive view of nurse home visitors’ perspectives about mandated
reporting and their intended reporting behaviors. Results from 532 home visitors (Response Rate
= 49%) suggest that nurses in the NFP program support both mandated reporting of IPV and
children’s exposure to IPV and a substantial portion of nurses indicated that they would report
these instances to authorities such as law enforcement or CPS.
Attitudinal data demonstrate that home visitors hold multifaceted beliefs about the
impacts of mandated reporting. For reporting both IPV between adults and children’s exposure,
the majority of home visitors agreed that reporting in these situations can make it easier for
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abused women to obtain help and protect their children, but over half also believed that it can
disrupt the relationship between nurse and client, limit the abused woman’s disclosure of IPV,
and importantly, put the woman at greater risk for being abused or hurt by the perpetrator. These
findings were alluded to in the focus groups described in Chapter 2, but the quantitative studies
employed in Chapters 3 and 4 substantiate home visitors’ mixed perceptions about mandated
reporting.
Another issue that was referred to in our first study that was more closely examined in the
third study was nurses’ uncertainty about which types of children’s exposure to IPV should be
considered forms of child maltreatment and should be referred to CPS. Nurses in the focus
groups explained that they did not know if the abuse of a woman with a child in her arms or who
visually witnesses abuse between adults constitutes potential harm to the child. Results from the
survey described in Chapter 4 demonstrate that home visitors’ are more likely to consider
situations of IPV to constitute child maltreatment when children are closer to the violent episodes
between adults, and are consequently at greater risk for being physically injured themselves.
Last, the findings of this project demonstrate that while home visitation providers’
intended reporting behaviors are indeed motivated by their awareness of requirements to report
IPV and children’s exposure to IPV, their support for reporting in these instances is also
influential. Results showed that their attitudes about the impact of reporting on abused women
and their children as well as on home visitation practice is predictive of support, and in some
instances, their intended reporting behaviors as well.
5.2 Significance
The long-term goal of this study was to increase scientific knowledge about mandatory
reporting issues within the context of home visitation programs, which, in turn, will help to
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inform the development of intervention strategies and prevention programs for IPV perpetrated
towards women and in the presence of children. This study is significant for several reasons.
First, these issues have not been specifically studied with this population, and our research shows
that mandatory reporting policies have significant consequences for this population of mandated
reporters and the clients and children that they support. Furthermore, the fact that over half of
nurses sampled in this study agreed that reporting IPV and children’s exposure can put the
abused woman at greater risk of harm from the perpetrator is especially significant and
establishes the importance of conducting in-depth investigations into the impacts of mandated
reporting laws before they are enacted. Other researchers that have discovered similar attitudes
about reporting laws have cautioned against this type of legislation until more research the risks,
benefits, and consequences of mandated reporting laws have been conducted.25 Last, the current
project demonstrates the need for education and training with home visitation providers about
their roles as mandated reporters and the presence or lack of specific state statutes.
5.3 Strengths and Limitations
The findings from these three studies should be viewed with regard to their strengths and
weaknesses. Given that this was the first major study to examine the issues mandated reporting
with regard to IPV in the context of home visitation programs, obtaining a large sample of
participants from the most rigorous85 and most efficacious86 visitation program that is employed
in 32 states was a major strength of the current study. Furthermore, the study in Chapter 2
provided rich, detailed narratives of real-life experiences from the perspectives of community
stakeholders involved with IPV services as well as nurses and clients within the NFP program.
Therefore, the study described in Chapter 2 supplied ample data for a secondary analysis of
qualitative data (87 transcripts) and provided a strong foundation for the development of the
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methods described in Chapters 3 and 4. Thus, the triangulation of multiple sources and multiple
perspectives results in a more credible and complete understanding of issues related to mandated
reporting in home visitation.100
The web-based survey described in Chapters 3 and 4 also achieved a response rate typical
of internet surveys107, 108 and similar to what has been found in previous research with this
population of home visitors (M. Gasbarro, personal communication, March 2010). Furthermore, although the
nurses in our sample appear to be significantly older and have more experience in nursing
practice (See Appendix B) than NFP nurses in general, it is likely that this finding is explained
by the fact that the data for the population of home visitors reflects age and years in nursing
practice at hire into the NFP program, while the data for our sample reflect nurses’ age and years
of nursing experience at the time they completed the survey.
However, the current study is not without limitations. As we only sampled from one
home visitation program that employs nurses, the findings from this project cannot be
generalized to other home visiting programs or other types of health care professionals, such as
paraprofessionals or social workers, who often work in home visitation settings. Another
limitation might lie in the way that we measured nurses’ perceived awareness of a reporting
requirement and intended reporting behavior for IPV between adults. As nurses only home visit
with women who are either pregnant or have young infants and children, it would not have been
relevant to present participants with a scenario involving the abuse of a woman without children.
Therefore, we used participants’ responses to the scenario describing the abuse of a pregnant
woman to determine their perspectives about reporting IPV between adults, as described in
Chapter 3. Because many participants answered that they would report the abuse of a pregnant
woman to both CPS and law enforcement, it is difficult to determine whether they would report
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as a consequence of the abuse towards the woman, the unborn child, or both. The scenario
describing the abuse of a woman while her child was not in the home during the abusive episode
could have been used to assess nurses’ perspectives about reporting IPV only; but due to length
restrictions on the survey, we do not have data on where participants would send the report of
abuse, if they indicated that they would report this scenario. The lack of data on participants’
perceived awareness of reporting requirements and where they would send the report for the
third (child overhears violence) and fourth (child was not in the home during violence) scenarios
is also a limitation of the current project.
It is also important to take into account that the findings of the current project are not
representative of actual reporting behaviors of home visiting nurses, but are only their responses
after being presented with a hypothetical scenario that they might encounter during a home
visitation session. In reality, home visitors may rely on other knowledge and details of their
clients’ situations not included in the scenarios in order to determine whether they would report
abuse to an outside agency. Furthermore, it is possible that those participants who indicated that
they would report the abuse described in the scenarios believed that informing their supervisor in
the program was a form of reporting and this could be an explanation for why a substantial
proportion of nurses indicated that they would report IPV and children’s exposure to IPV when
there states’ laws did not require the report. Last, the current project was only able to assess
participants’ “perceived awareness” of their requirements to report IPV and children’s exposure
to IPV, as mandatory reporting requirements for health care professionals in home visitation
services have not been adequately delineated. For example, the state of Colorado mandates that
physicians are to report “any injury caused by a criminal act, including domestic violence” to the
police.15 After much debate within the NFP program as to whether or not nurses who provide
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home visitation services should report as well, NFP implementing agencies in Colorado decided
that nurses would not be mandated to report instances of violence to the police (K. Black, personal
communication, December 2009)

. Thus, although IPV reporting laws may apply to health care professionals

in clinical settings, comprehensive guidelines have not been set forth for providers in home
visitation settings and laws vary considerably at the state and regional level.
Another concern within the current project is the substantial proportion of respondents
that indicated they were undecided about the impacts that reporting IPV and children’s exposure
to IPV can have on abused women and their children as well the number of participants
responding that they did not know whether or not they would report the abuse described in each
home visitation scenario. Because participants responding with “I don’t know” were combined
with participants answering “no” for logistic regression analyses, the results of the current study
may have been influenced by such groupings. It is possible that those participants who exhibited
ambivalence or uncertainty with regard to their intended reporting behaviors and attitudes differ
on key demographic and study variables from those who chose to respond with “yes” or “no” or
who agreed or disagreed with certain items.
Over 50% (271) of the sample responded that they did not know whether or not they
would report for at least one of the home visitation scenarios and 16 participants (3%) responded
with “I don’t know” for all four home visitation scenarios. Logistic regression analyses revealed
that if participants indicated “I don’t know” for one scenario, they were significantly more likely
to respond that they did not know for other scenarios. With regard to participants who were
undecided about the impacts that reporting IPV between adults and children’s exposure to IPV
can have on abused women and their children, an undecided response to one or more items did
not significantly predict other undecided responses. Furthermore, 21 (4%) participants did not
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know if they would report for at least two home visitation scenarios and were undecided on at
least three of five attitudinal items regarding children’s exposure to IPV; however, this group of
participants was not significantly different from the rest of the sample with regard to any
demographic characteristics.
Appendix D contains several tables characterizing participants with “undecided” or “I
don’t know” responses as a group and examining if these participants are significantly different
from participants who gave more committed responses. Table 5.1 in Appendix D shows that
participants that were undecided about the perceived impacts that mandatory reporting of IPV
can have on abused women and children were not significantly different with regard to
demographic variables from the rest of the sample. However, the results in Table 5.2 indicate
that those participants who indicated that they were undecided about whether or not mandatory
reporting of IPV can damage the relationship between nurse and client held significantly higher
levels of support for mandatory reporting of IPV than participants who agreed or strongly agreed
with the statement (p =.0001). Furthermore, those participants who were undecided about
whether or not mandatory reporting of IPV can protect children held significantly lower levels of
support for mandatory reporting of IPV than 1) those who agreed it could protect children (p =
.0000), 2) those who disagreed that it could protect children (p = .0001), and 3) those who either
agreed or disagreed that it could protect children (p = .0000). In addition, respondents that were
undecided about whether or not mandatory reporting of IPV can make it easier for abused
women to get help held significantly lower levels of support for reporting IPV than those who
agreed with the statement (p = .0000) and those who either agreed or disagreed with the
statement.
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With regard to home visitors’ attitudes towards the impacts that reporting children’s
exposure to IPV can have on abused women and their children, the results in Table 5.3 indicate
that those participants who were undecided about whether reporting children’s exposure to IPV
can damage the relationship between the nurse and her clients were significantly more likely to
support reporting children’s exposure than participants who disagreed with the statement (p =
.0000). Nurse home visitors who were undecided about whether reporting children’s exposure to
IPV can protect the children held significantly lower levels of support for reporting than those
who agreed that reporting can protect children (p = .0000) and those who either agreed or
disagreed that reporting can protect children (p = .0000). Respondents indicating that they were
undecided about whether or not reporting children’s exposure to IPV can make it easier for
abused women to get help held significantly lower levels of support for mandatory reporting of
children’s exposure to IPV than participants who agreed with the statement (p = .0000) and those
who either agreed or disagreed with the statement (p = .0001).
In terms of intended reporting behaviors for each of the four home visitation scenarios
described in Study 3, Table 5.4 shows that those participants who responded with “I don’t know”
when asked whether or not they would report the IPV perpetrated against a pregnant woman
(Scenario 1; p = .0000), IPV while the child was in the other room and heard but did not visually
witness the violence (Scenario 3; p = .0000), and IPV when the child was not at home (Scenario
4; p = .0001) held significantly lower levels of support for mandatory reporting of children’s
exposure to IPV than those participants who indicated they would report these cases.
Respondents that indicated they did not know whether or not they would report the four home
visitation scenarios did not differ from the rest of the sample with regard to demographic
characteristics.
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These analyses reveal that although nurse home visitors that are undecided about their
attitudes towards mandatory reporting and their intended reporting behaviors may not
significantly differ from the rest of the sample with regard to demographic characteristics, these
respondents are significantly different from the rest of the sample with regard to their support for
mandatory reporting of IPV and children’s exposure to IPV. These results have implications for
the current study, as home visitors’ attitudes were used to predict support for mandatory
reporting, and this support was used to predict intended reporting behavior in several logistic
regression models. These results suggest that undecided participants may represent a third group
of respondents that are significantly different from those that definitively agree and/or disagree
about the impacts that reporting can have on abused women and children, but they were not
treated as such within the current study. Future analyses should focus on treating undecided
respondents as a third group as opposed to combining them with participants who committed to
an affirmative or negative response.
With regard to intended reporting behaviors, however, results from Table 5.4 in
Appendix D suggest that home visitors who responded with “I don’t know” when asked if they
would report the IPV in the home visitation scenario are significantly different from those
respondents that indicated they would report the abuse, but do not differ from respondents who
revealed that they would not report the case.
The differences found with regard to support for mandatory reporting in the participants
who responded with “I don’t know” or “undecided” has implications for home visitation
practice. The finding that home visitors who did not know if they would report the case for three
of the four home visitation scenarios had significantly lower levels of support than participants
who indicated they would report these scenarios suggests that lower levels of support for
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reporting and unfavorable attitudes towards reporting may translate into indecision with regard to
reporting instances of IPV and children’s exposure to IPV in home visitation practice. As home
visitors’ reporting behaviors should first and foremost be guided by state and local policies and
guidelines as opposed to personal support or non-support for reporting, these findings further
highlight the need for trainings and information about the pros and cons of mandatory reporting
for health care providers in home visitation settings, especially for providers who may be
ambivalent about their attitudes and support for mandatory reporting.
5.4 Future Research
Future research should work to identify and compile laws and policies for IPV reporting
as well as guidelines for which types of children’s exposure to IPV constitute child maltreatment
and require a report to CPS. Health care providers who interact with abused women and their
children, but do not necessarily provide medical treatment are still mandated to report child
abuse; thus, considerations about whether or not to report IPV and children’s exposure are highly
relevant to this population, but they have not been provided with standardized, consistent
policies and procedures that are relevant to home visitation practice. The generation of statespecific guidelines for reporting in the context of home visitation programs will also allow
hypotheses about home visitors’ actual, rather than perceived, knowledge about state laws to be
tested, which was a limitation of the current research. In addition, other studies should continue
to focus on the perspective of the mandated reporter with regard to reporting IPV and children’s
exposure to IPV. For example, mental health professionals’ and social workers’ views on
reporting IPV and children’s exposure to IPV might complement the findings from the current
project. Furthermore, research centering on home visitation providers’ experiences with
mandatory reporting in other programs other than the NFP would be useful. In addition, as was
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previously described, the group of home visitors who were undecided about their attitudes
towards reporting and/or responded with “I don’t know” when asked if they would report
instances of IPV and children’s exposure to IPV warrant further attention and investigation.
Preliminary analyses reveal that this group of ambivalent and uncertain nurse home visitors may
hold significantly different attitudes towards reporting and hold lower levels of support for
reporting than respondents with more committed answers. Future research should treat indecisive
respondents as a third group that are separate from participants who respond with affirmative or
negative answers.
5.5 Conclusion
The findings of the current research have extended our knowledge of mandatory
reporting of two controversial issues—mandatory reporting of IPV and children’s exposure to
IPV—within the context of home visitation programs. This project has also demonstrated the
importance of examining the perspective of the mandated reporter, as our results indicate that
mandated reporting issues are highly relevant to home visitors and their clients in home visitation
programs. Notably, home visitation providers in our sample exhibited uncertainty and wide
variability regarding their attitudes toward reporting, perceived awareness of reporting
requirements, and intended reporting behaviors, highlighting the need for consensus among
health care providers about reporting practices and policies. Uncertainty with regard to
mandatory reporting can result in serious ethical and legal implications for those required to
report and can significantly impact the lives of victims of abuse and their children. Thus,
education and training about mandated reporting issues and procedures is the next logical step in
reducing this variation. However, as this project is only a preliminary glance into the
complexities of mandated reporting in home visitation settings, and many issues in the area of
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reporting IPV and children’s exposure are still considerably gray, more research must be carried
out and legal statutes may have to be redefined before health care providers in home visitation
settings will have clear guidelines for managing IPV and children’s exposure to IPV. In the
meantime, home visitation programs can benefit from in-depth collaborations with local law
enforcement, CPS agencies, domestic violence service organizations, and legal agencies.
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Appendix A: Home Visitation Scenarios

Scenario for Study 2 and 3:
Scenario #1: You walk into your client’s apartment for a home visit and notice that she
has a black eye and bruises on her arms. She is 28 weeks pregnant. You talk with your
client about how she got the injuries. Your client tells you that she is used to her
boyfriend pushing and shoving her, but he has become much more physically violent
since the pregnancy. Your client assures you that the situation is “not that bad” and that
her boyfriend promised never to hurt her again. She has not revealed to you that her
boyfriend was physically abusive prior to this home visit.

Scenario for Study 3:
Scenario #2: You walk into your client’s apartment for a home visit and notice that she
has a black eye and bruises on her arms. Her daughter is six months old. You talk with
your client about how she got the injuries. Your client tells you that she is used to her
boyfriend pushing and shoving her, but he has become much more physically violent
since the birth of their daughter. You talk with your client to get details of the incident
and learn that the child was in the mother’s arms during the violent episode. Your client
assures you that her boyfriend has never been physically violent towards her in front of
their daughter until now and has never hurt their daughter. She tells you that the
situation is “not that bad” and that her boyfriend promised never to hurt her again. She
has not revealed to you that her boyfriend was physically abusive prior to this home
visit.

Scenario for Study 3:
Scenario #3: Now imagine a scenario identical to Scenario #2, except when you talk with
your client to get details of the incident you learn that the child was in the next room
during the violent episode. Your client assures you that her son only heard the incident,
but did not witness the violence.

Scenario for Study 3:
Scenario #4: In another situation identical to Scenario #2, imagine when you ask your
client for details of the violent episode, she tells you the child was at his grandmother’s
house.
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Appendix B: Comparisons of Sample Characteristics with Population of Nurse Home
Visitors

Characteristic
Age, n (%) a

Sample of Nurse
Home Visitors
(n = 532)

Population of Nurse
Home Visitors
(N = 1,048)

P Value

Less than 40 years

190

(36)

493

(47)

< 0.001

More than 40 years

342

(64)

555

(53)

< 0.001

Less than 1 to 5 years

401

(75)

754

(72)

0.1636

More than 5 years

131

(25)

294

(28)

0.1636

(10.36)

14

--

< 0.001

Time with NFP

Years as a Nurse, M (SD)b

17.89

Note. P values for the differences between sample and population characteristics determined by
t-tests for continuous data and x2 for categorical data.
a

For sample, age = nurse age at time of survey; For population, age = nurse age at time of entry

into NFP.
b

For sample, years nursing experiences = number of years at time of survey; For population,

years nursing experiences = number of years at time of entry into NFP.

99

Appendix C: Web-Based Survey
Home Visiting Nurses’ Knowledge, Attitudes and Behaviors Regarding Mandatory Reporting

Part 1. Mandatory Reporting of Domestic Violence The following sets of questions are going to
ask you about domestic violence that occurs between adults—for example, violence occurring between
one of your clients and her current partner. Some states have laws that require health care personnel to
report instances of domestic violence to proper authorities, such as the police or adult protective services.
We would like to know what you think about the mandatory reporting of domestic violence between
adults. Please keep in mind that we are simply interested in your perspectives and there is no right or
wrong answer.

1A. Please indicate whether you Strongly Agree, Agree, Do Not Know, Disagree, or
Strongly Disagree with the following statements:
I feel that mandatory reporting of
domestic violence between adults:

Strongly
Agree

1. can damage the relationship between
nurse and client
2. can disempower the battered woman
3. can prevent battered women from seeking
further help
4. can further traumatize the child(ren)
5. can protect the child(ren)
6. can cause more disruption to the family
7. can damage the battered woman’s
chances of custody
8. would make it easier for battered women to
get help
9. would put women at greater risk for being
abused or hurt
10. would make it less likely that a client
would tell me about the abuse
11. would make my clients resent me for
having to report
12. would help my clients because they would
like for someone else to report the abuse
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Agree

Undecided

Disagree

Strongly
Disagree

1B. Please respond with Always, Often, Some of the Time, Rarely, or Never after reading the
following statements:

Always

13. I lack faith in law enforcement to respond
appropriately when reports of domestic violence
are made.
14. I fear reprisals from reporting domestic violence.
15. I fear litigation and/or legal liability from reporting.
domestic violence
16. Workload pressures are likely to deter me from
reporting domestic violence.
17. I should be required to report instances of
domestic violence.
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Often

Some of
the time

Rarely

Never

Part 2. Mandatory Reporting of Children’s Exposure to Domestic Violence The following
sets of questions are going to ask you about children’s exposure to domestic violence. This can include
children witnessing domestic violence in the home or overhearing violent episodes. Some states have
laws that consider children’s exposure to domestic violence a form of child maltreatment, making these
instances reportable to child protective services. We would like to know what you think about mandatory
reporting of children’s exposure to domestic violence. Please keep in mind that we are simply interested
in your perspectives and there is no right or wrong answer.

2A. Please indicate whether you Strongly Agree, Agree, Do Not Know, Disagree, or
Strongly Disagree with the following statements:
I feel that the mandatory reporting of
children’s exposure to domestic
violence:

Strongly
Agree

1. can damage the relationship between
nurse and client
2. can disempower the battered woman
3. can prevent battered women from seeking
further help
4. can further traumatize the child(ren)
5. can protect the child(ren)
6. can cause more disruption to the family
7. can damage the battered woman’s
chances of custody
8. would make it easier for battered women
to get help
9. would put women at greater risk for being
abused or hurt
10. would make it less likely that a client
would tell me about the abuse
11. would make my clients resent me for
having to report
12. would help my clients because they
would like for someone else to report the
abuse
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Agree

Undecided

Disagree

Strongly
Disagree

2B. Please respond with Always, Often, Some of the Time, Rarely, or Never after reading the
following statements:
Some
Always

Often

of the
time

17. I lack faith in child protective services to respond
appropriately when reports of children’s exposure to
domestic violence are made.
18. I fear reprisals from reporting children’s
exposure to domestic violence.
19. I fear litigation and/or legal liability from reporting
children’s exposure to domestic violence.
20. Workload pressures are likely to deter me from
reporting children’s exposure to domestic violence.
21. I should be required to report children’s
exposure to domestic violence.
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Rarely

Never

Part 3. Home Visitation Scenarios In this part of the questionnaire, you will be presented with
several scenarios that you may face while visiting clients. Please read each scenario carefully
and respond to each of the following questions to the best of your ability.
Scenario #1: You walk into your client’s apartment for a home visit and notice that she
has a black eye and bruises on her arms. She is 28 weeks pregnant. You talk with your
client about how she got the injuries. Your client tells you that she is used to her
boyfriend pushing and shoving her, but he has become much more physically violent
since the pregnancy. Your client assures you that the situation is “not that bad” and that
her boyfriend promised never to hurt her again. She has not revealed to you that her
boyfriend was physically abusive prior to this home visit.
1. In your opinion, do these incidents and facts indicate child maltreatment?
o

Yes

o

No

o

I Don’t Know

2. Would you report this case (i.e., to law enforcement, to child protective services)?
o

Yes

o

No

o

I Don’t Know

2a. If Yes, to whom?: (Select all that apply)
Law enforcement
Child Protective Services, Social Services, Department of Family and Child
Services, etc.
Adult Protective Services
NFP Supervisor
Other __________________
3. To the best of your knowledge, is there a requirement mandating you to report this case (i.e.,
to law enforcement, to child protective services)?
o

Yes

o

No

o

I Don’t Know

3a. If yes, to whom?: (Select all that apply)
Law enforcement
Child Protective Services, Social Services, Department of Family and Child
Services, etc.
Adult Protective Services
NFP Supervisor
Other __________________
3b. If yes, which entity requires you to report this case?: (Select all that apply)
State Law
The NFP program
I Don’t Know
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4. I feel that the decision to report or not report this case should be based on: (Select all that
apply)
State Law
The NFP program’s policies
My NFP supervisor’s policies
My knowledge of my client’s situation
My client’s wishes

Scenario #2: You walk into your client’s apartment for a home visit and notice that she
has a black eye and bruises on her arms. Her daughter is six months old. You talk with
your client about how she got the injuries. Your client tells you that she is used to her
boyfriend pushing and shoving her, but he has become much more physically violent
since the birth of their daughter. You talk with your client to get details of the incident
and learn that the child was in the mother’s arms during the violent episode. Your client
assures you that her boyfriend has never been physically violent towards her in front of
their daughter until now and has never hurt their daughter. She tells you that the
situation is “not that bad” and that her boyfriend promised never to hurt her again. She
has not revealed to you that her boyfriend was physically abusive prior to this home
visit.
1. In your opinion, do these incidents and facts indicate child maltreatment?
o

Yes

o

No

o

I Don’t Know

2. Would you report this case (i.e., to law enforcement, to child protective services)?
o

Yes

o

No

o

I Don’t Know

2a. If Yes, to whom?: (Select all that apply)
Law enforcement
Child Protective Services, Social Services, Department of Family and Child
Services, etc.
Adult Protective Services
NFP Supervisor
Other __________________
3. To the best of your knowledge, is there a requirement mandating you to report this case (i.e.,
to law enforcement, to child protective services)?
o

Yes

o

No
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o

I Don’t Know

3a. If yes, to whom?: (Select all that apply)
Law enforcement
Child Protective Services, Social Services, Department of Family and Child
Services, etc.
Adult Protective Services
NFP Supervisor
Other __________________

3b. If yes, which entity requires you to report this case?: (Select all that apply)
State Law
The NFP program
I Don’t Know
4. I feel that the decision to report or not report this case should be based on: (Select all that
apply)
State Law
The NFP program’s policies
My NFP supervisor’s policies
My knowledge of my client’s situation
My client’s wishes

Scenario #3: Now imagine a scenario identical to Scenario #2, except when you talk
with your client to get details of the incident you learn that the child was in the next
room during the violent episode. Your client assures you that her son only heard the
incident, but did not witness the violence.
1. In your opinion, do these incidents and facts indicate child maltreatment?
o

Yes

o

No

o

I Don’t Know

2. Would you report this case (i.e., to law enforcement, to child protective services)?
o

Yes

o

No

o

I Don’t Know

Scenario #4: Now imagine a scenario identical to Scenario #2, imagine when you ask
your client for details of the violent episode, she tells you the child was at his
grandmother’s house.
1. In your opinion, do these incidents and facts indicate child maltreatment?
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o

Yes

o

No

o

I Don’t Know

2. Would you report this case (i.e., to law enforcement, to child protective services)?
o

Yes

o

No

o

I Don’t Know

Part 4. Demographic Information
1. What is your age?

2. In which state are you currently involved in home visitation services for the NFP program?

3. For how many years have you been a nurse?

4. How many years have you been involved in home visitation within the NFP program?

5. How many children do you have?
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Appendix D: Characterizing “Undecided” and “I Don’t Know” Participants
Table 5.1: Associations between Undecided Responses and Demographic Characteristics
for the Mandatory Reporting of IPV between Adults
Demographic Characteristic
Attitudinal Scale Item

Age in
Years

Years as a
Nurse

Years with
NFP

Number of
Children

P-Value
Can damage relationship with nurse
Agree vs. Undecided

.9868

.6142

.0540

.2616

Disagree vs. Undecided

.4112

.5076

.6933

.3375

Agree/Disagree vs. Undecided

.8265

.5962

.0840

.5940

Agree vs. Undecided

.6654

.9637

.2555

.7005

Disagree vs. Undecided

.8290

.8366

.5286

.8818

Agree/Disagree vs. Undecided

.6866

.9534

.2614

.7251

Agree vs. Undecided

.1054

.4925

.2516

.0562

Disagree vs. Undecided

.3103

.7713

.6673

.0698

Agree/Disagree vs. Undecided

.1185

.5363

.3819

.0403

Agree vs. Undecided

.7418

.6602

.0760

.0248

Disagree vs. Undecided

.4294

.6694

.7480

.1654

Agree/Disagree vs. Undecided

.9743

.6525

.1093

.0249

Agree vs. Undecided

.2908

.3337

.0039

.0479

Disagree vs. Undecided

.0290

.3769

.1699

.3924

Can protect the children

Makes it easier to get help

Puts women at greater risk for abuse

Can limit the disclosure of abuse

Agree/Disagree vs. Undecided
.1399
.3069
.0072
.0715
Note. P-values determined by t-tests. Bonferroni adjustment was used to adjust for multiple
pairwise comparisons; thus, statistical significance was set to p < .0002 (0.05/240 comparisons).
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Table 5.2: Associations between Undecided Responses and Study Variables for the
Mandatory Reporting of IPV between Adults
Study Variables
Attitudinal Scale Item

Support for
Reporting IPV

Intended
Reporting
Behavior

Perception of a
Reporting
Requirement

P-value
Can damage relationship with nurse
Agree vs. Undecided

.0001

.3600

.6940

Disagree vs. Undecided

.0446

.0050

.2050

Agree/Disagree vs. Undecided

.0088

.1300

.9470

Agree vs. Undecided

.0000

.0010

.0830

Disagree vs. Undecided

.0001

.0210

.1890

Agree/Disagree vs. Undecided

.0000

.0010

.0810

Agree vs. Undecided

.0000

.0010

.0030

Disagree vs. Undecided

.4468

.4240

.5150

Agree/Disagree vs. Undecided

.0000

.0010

.0060

Agree vs. Undecided

.0007

.0130

.0850

Disagree vs. Undecided

.0012

.0390

.1410

Agree/Disagree vs. Undecided

.1362

.2660

.4820

Agree vs. Undecided

.0021

.7640

.8950

Disagree vs. Undecided

.0185

.0130

.0660

Agree/Disagree vs. Undecided

.0689

.6180

.5060

Can protect the children

Makes it easier to get help

Puts women at greater risk for abuse

Can limit the disclosure of abuse

2

Note. P-values determined by t-tests for continuous data and x for categorical data. Bonferroni
adjustment was used to adjust for multiple pairwise comparisons; thus, statistical significance
was set to p < .0002 (0.05/240 comparisons).
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Table 5.3: Associations between Undecided Responses and Demographic Characteristics
for the Mandatory Reporting of Children’s Exposure to IPV
Demographic Characteristic
Attitudinal Scale Item

Age in
Years

Years as
a Nurse

Years
with
NFP

Number
of
Children

Support
for
Reporting

P-Value
Can damage relationship with
nurse
Agree vs. Undecided

.7790

.3238

.0058

.2911

.7313

Disagree vs. Undecided

.5864

.1236

.1752

.3225

.0000

Agree/Disagree vs. Undecided

.9966

.3003

.0258

.5729

.2736

Agree vs. Undecided

.4523

.4760

.0124

.3973

.0000

Disagree vs. Undecided

.5872

.5403

.6193

.8748

.0197

Agree/Disagree vs. Undecided

.4589

.4706

.0278

.5218

.0000

Agree vs. Undecided

.7224

.2651

.4375

.0188

.0000

Disagree vs. Undecided

.9182

.1456

.2132

.0810

.0306

Agree/Disagree vs. Undecided

.7740

.3218

.3462

.0147

.0001

Agree vs. Undecided

.6712

.4454

.0446

.2308

.8374

Disagree vs. Undecided

.6993

.7790

.1405

.6707

.0023

Agree/Disagree vs. Undecided

.8612

.4521

.0365

.0269

.4259

Agree vs. Undecided

.4292

.6198

.0538

.4529

.3331

Disagree vs. Undecided

.0074

.0516

.0487

.6936

.0024

Agree/Disagree vs. Undecided

.1573

.3341

.0389

.4752

.9771

Can protect the children

Makes it easier to get help

Puts women at greater risk for
abuse

Can limit the disclosure of
abuse

Note. P-values determined by t-tests. Bonferroni adjustment was used to adjust for multiple
pairwise comparisons; thus, statistical significance was set to p < .0002 (0.05/240 comparisons).
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Table 5.4: Associations between I Don’t Know Responses and Demographic Characteristics
for the Mandatory Reporting of Children’s Exposure to IPV
Would You Report this Case?

Age in
Years

Years as
a Nurse

Would you report?

Years
with
NFP

Number
of
Children

Support
for
Reporting

P-value
Scenario 1: Pregnant woman
Yes vs. I Don’t Know

.4577

.3762

.0109

.1908

.0000

No vs. I Don’t Know

.4378

.8807

.9823

.2769

.0304

Yes/No vs. I Don’t Know

.8469

.3390

.0744

.8608

.0611

Yes vs. I Don’t Know

.4998

.8247

.0618

.2432

.0179

No vs. I Don’t Know

.9613

.7921

.7195

.4280

.0833

Yes/No vs. I Don’t Know

.6198

.8106

.1447

.9812

.0573

Yes vs. I Don’t Know

.3297

.0267

.0092

.2222

.0000

No vs. I Don’t Know

.0799

.1704

.2604

.2637

.0434

Yes/No vs. I Don’t Know

.1526

.0264

.0219

.2129

.0954

Yes vs. I Don’t Know

.1526

.1222

.5235

.9755

.0001

No vs. I Don’t Know

.0276

.1696

.7032

.3137

.1661

Yes/No vs. I Don’t Know

.0452

.1045

.7871

.5055

.6550

Scenario 2: Child in arms

Scenario 3: Child in other room

Scenario 4: Child not at home

Note. P-values determined by t-tests. Bonferroni adjustment was used to adjust for multiple
pairwise comparisons; thus, statistical significance was set to p < .0002 (0.05/240 comparisons).
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